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Executive Summary
The aim of this project is to review the scientific and ‘grey’ literature on instruments used for the
effective assessment of social isolation amongst clients and for the outcomes assessment of
therapeutic interventions designed to reduce social isolation. From this review the best instruments
used to assess social isolation are recommended, including any adaptations that might be
required for these instruments (e.g. item modification, field testing, and the development of rating
scale and simplified English versions). This report identifies the most promising instruments to use
for the assessment and monitoring of social isolation amongst Ageing, Disability and Home Care
clients. The recommendations include consideration of the best way to implement assessment and
outcome evaluation measures for social isolation in routine practice. The particular target groups
for this project are the elderly, young people with disabilities and their carers.
The report has the following components:







Literature review: This examines the construct of social isolation; the research and practice
literature (population and community surveys, particular target groups, interventions to
address social isolation, assessment of social isolation in routine practice) and the
literature on instruments used to assess social isolation/lack of perceived social support
Identification and selection of contender instruments for the assessment of social isolation
Comprehensive review of the selected instruments
Pilot testing concerning the linguistic validation of the instruments
Recommendations concerning further research that is advised

In Section 2 the concept of social isolation is discussed. This project has a focus on assessing the
social isolation of the individual rather than a very broad focus on social functioning which could
incorporate more collective notions such as social capital or community integration. The latter
constructs are important from a population health perspective, but their measurement is at an early
stage of development and requires further research. With respect to the individual, social isolation
can be perceived as a continuum with the positive end being described as perceived social
support, social participation / function and social connectedness. The negative end of the
continuum may be described as an absence of social function / participation / support; social
isolation and loneliness.
In Section 2.1 the review of the research and practice literature is outlined. The research and
practice literature examines population and community surveys, interventions to address social
isolation, the assessment of social isolation in routine practice and focuses on the particular target
groups identified for the project. A number of key findings were:






Single items on loneliness/social isolation are the most often used in Australian surveys;
only a few surveys have included even short standardised instruments. There is a general
lack of Australian normative data for standardised assessments of social isolation. National
and State population surveys could consider the routine inclusion of standardised and
validated items or short standardised scales on social isolation and examine population
health differentials and risk factors in relation to these items/short scales
A number of research/practice studies focus on the elderly but very few studies focus on
carers or people with disabilities
There are relatively few empirically sound evaluations of social isolation interventions; most
studies have failed to include a standardised measure of social support/isolation to assess
outcomes
Social support/isolation is rarely assessed in routine practice even for groups considered to
be at risk. Where assessed, the approach is often unsystematic (e.g. aged care
assessments)

From the instrument literature searches (refer Section 3) a list of 155 instruments was derived.
Initially instruments were examined to see if they were appropriate to the target groups (e.g. young
Effective Assessment of Social Isolation
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adults with disabilities, the elderly and their carers) and instruments were excluded if they were not
considered appropriate to these target groups. For example, instruments designed for young
children are excluded as the target groups contain only adults.
The instruments have been identified as either generic (applicable to all adults) or disease specific
(only applicable to patients with a specific disease or condition). Given the target groups include
the elderly, young adults with disabilities and their carers, a generic instrument that can be used
with all groups is clearly to be preferred. Thus, disease specific measures of social isolation (e.g.
Diabetes Social Support Scale for Friends; Bearman and La Greca, 2002) were excluded from this
review.
Given the focus of this project is to identify an instrument or items that will be useful for the
assessment of social isolation in routine care, lengthy instruments (40 or more items) or those that
require more than 20 minutes to administer (e.g. interview schedules) were rejected.
Following these considerations, Table 5 (Section 3) lists the remaining 69 of the instruments
identified and also incorporates an impact assessment. This considers MEDLINE, text and web
impacts; presence in instrument databases (e.g. PROQOLID); and whether the instrument is
available in English, has an appropriate focus (see above), and is appropriate to the Australian
context and clinical and community practice.
This process led to the identification of the leading 11 instruments short listed for consideration
(refer Section 3, Table 6). A brief description of each of the short listed measures can be found in
Section 4. The instruments on the shortlist and their impact assessments were examined further
by the project team and 4 instruments were selected for more comprehensive review (refer
Section 5, Table 18). These instruments are the:





De Jong Gierveld Loneliness Scales (DJGLS)
Lubben Social Network Scales (LSNS)
Medical Outcomes Study Social Support Survey (MOS-SSS)
Multidimensional Scale of Perceived Social Support (MSPSS)

The Friendship Scale (Hawthorne 2006; Hawthorne 2008), a recently developed Australian
instrument, was considered as the runner-up instrument. It has been included in the comparative
instrument ratings table (see Table below) but was not selected for comprehensive review as there
are only 2 publications available on this instrument - but it is described in Section 4.
The De Jong Gierveld Loneliness Scales (De Jong Gierveld and Kamphuis, 1985; De Jong
Gierveld and Tilburg, 2006) contain both 6 and 11 item versions. The items measure feelings on
loneliness and perceived social isolation. The scales have 2 subscales: social loneliness (lack of
contact with others e.g. there are enough people I feel close to) and emotional loneliness (feelings
of loneliness e.g. I experience a general sense of emptiness).
There are three versions of the revised Lubben Social Network Scales (Lubben and Gironda,
2003; 2004; Lubben et al., 2006) containing 6, 12, and 18 items respectively. The 6 and 12 item
versions have 2 subscales: Family Support and Friends Support. The 18 item version included a
further 6 items concerning perceived support from neighbours. The questions are posed in a more
objective style – they focus on the frequency of contact the responder has with friends / family
(e.g. how many friends / relatives do you see or hear from at least once a month?) or how many
people can provide social support (e.g. how many friends/relatives do you feel close to such that
you could call on them for help?).
The Medical Outcomes Study Social Support Survey (Sherbourne and Stewart, 1991) has 20
items assessing the perceived availability of social support in various situations (e.g. how often is
there someone to help you if you were confined to bed/someone to confide in etc.). The first
question of the scale also asks how many close friends and relatives the responder has in their
social network.
Page 2
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The Multidimensional Scale of Perceived Social Support (Zimet et al., 1988; 1990) has 12 items
and three subscales: Support from Family, Support from Friends and Support from Significant
Others. The ‘Significant Others’ identified are usually a boyfriend/girlfriend/partner but this could
also include a doctor, counsellor or other service provider. The client usually identifies who they
view as the ‘significant other’ but potentially clients could be directed to include service providers in
consideration of this aspect of the scale.
These four leading instruments were all comprehensively reviewed and these reviews can be
found in Appendix 3. The four reviewed instruments all have good psychometric properties and
score well on the instrument review criteria (refer Table 1 below). Three of the instruments have
much the same scores but the MOS-SSS is a longer instrument with indications of item
redundancy so this did not score quite as well on some criteria as the other instruments.

Table 1

Summary of Ratings for Social Isolation Instruments

Criteria

Weight

DJGLS

MSPSS

LSNS

MOS SSS

Theoretical basis

3

3

3

3

3

Friendship
Scalea
3

Availability of
comparison data
Length

3

3

2.5

2

2.5

1.5

2

3

3

3

2

3

2

2.5

3

3

2

3

1

2

2

2

2

2

2

3

3

3

3

3

Sensitivity (Target
Group)
Reliability

3

2.5

2

2.5

2.5

2

3

2.5

3

3

3

2

Validity

3

2.5

2.5

2.5

2.5

2

Cost-instrument

2

3

3

3

3

3

Cost-staff

2

3

3

3

3

3

71.5

71

71

68.5

57.5

Complexity of
admin
Cultural
Appropriateness
Ease obtain score

Weighted Total

a. This is a new instrument with very few publications (including independent publications) as yet – but the limited
evidence available is promising.

It is thought that the Lubben-6 scale (Lubben et al., 2006) with its more ‘objective’ style questions
ascertaining the degree of perceived social support from friends and family might be the preferred
instrument for use in routine care settings such as for HACC assessments. The focus of these
assessments is to identify those people that may require further assistance or be linked to
community programs / services. Initial data also indicates the more recently developed 6 item
scale has as good psychometric characteristics as the 12 item LSNS-R and a shorter instrument is
generally preferred in such settings. However, no studies were found where the Lubben Scales
were used to assess the outcomes of interventions for social isolation and this is a research area
which needs to be further addressed.
The De Jong Gierveld Loneliness Scales (De Jong Gierveld and Kamphuis, 1985; De Jong
Gierveld and Tilburg, 2006) might be the preferred instrument if the intention is to focus more
specifically on loneliness. Although it contains items about lack of contact with others (e.g. social
loneliness or social isolation) it also contains items about feelings of loneliness (e.g. emotional
loneliness). The 6 item version could be included in epidemiological surveys to assess loneliness
or for short practice assessments but the 11 item version might be the preferred version for
research or outcome evaluation applications.
Effective Assessment of Social Isolation
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The Multidimensional Scale of Perceived Social Support (Zimet et al., 1988; 1990) was designed
to include support received from significant others as well as family and friends. It is claimed by the
authors that the three subscales do measure different factors / facets of social isolation. There is
equivocal evidence concerning this issue. Initially, it was thought the Significant Others scale might
be more pertinent to younger adults where the ‘significant other’ may be identified as the
boyfriend/girlfriend or partner but this may be less pertinent to groups of older adults who may well
have lost their partner and who may have less opportunity for romantic attachments. For use with
the elderly a suggestion was made that the ‘significant other’ items could be defined as referring to
formal carers. This suggestion could be explored further. The linguistic validation pilot testing also
indicated that responders were confused or unclear about the ‘significant other’ or ‘special person’
aspects of this scale. The utility of the Significant Other scale for elderly adults needs to be
examined in further research and given these considerations the other scales are currently
preferred for use with elderly samples. On the other hand, this is the only scale which has been
used as an outcomes measure in several intervention studies and the evidence suggests it is
sensitive to changes in treatment outcome.
The MOS-SSS scale (Sherbourne and Stewart, 1991) with 20 items, is a rather long scale and
although there have been shorter versions suggested; none of these has been sufficiently
validated as yet. It has very high internal consistency reliability which suggests that there is an
element of item redundancy. This issue could be addressed in the revision of a shorter version. If a
study to compare the leading measures were undertaken it would be useful to include these items
in a data set.
The Friendship Scale (Hawthorne 2006; Hawthorne 2008), a recently developed Australian
instrument, was rated as the runner-up instrument and was considered for selection for
comprehensive review. However, as there are only 2 publications on this instrument, both by the
instrument author, it was not selected for comprehensive review. A description of the instrument
can be found in Section 4. If a study to compare the leading measures of social isolation were
undertaken it would also be useful to include these items in a data set.
The project included a pilot test concerning the linguistic validation of the measures for Australian
English. A linguistic validation study checks that the responders understand each item and its
response options clearly. This is a very important step to undertake when the instruments have
been developed in a different country even if the language is English. American English can be
quite different to Australian English with respect to the terms used and the appropriateness of
spelling, language and grammar. However, given that one of the instruments, the De Jong
Gierveld Loneliness Scale was developed in Dutch it is crucial to assess the applicability of the
instrument in the Australian context. Details of the linguistic validation pilot study can be found in
Section 7.
Problems were reported concerning the understanding of the response categories for the De Jong
Gierveld Loneliness Scales (e.g. No! / No / More or less / Yes / Yes!). Some people were unclear
as to what the response categories with exclamation marks (e.g. No! or Yes!) meant. These
response categories will need to be modified for Australian use. Problems were also experienced
concerning the meaning of a ‘special person’ in the Significant Other subscale of the MSPSS. The
wording of these items should be changed for Australian use. A further discussion of these issues
can be found in Section 8. In the Lubben Scales the English used is US English and thus the
spelling of ‘neighbors’ and ‘thru’ should be changed for Australian use.
With respect to people from Culturally and Linguistically Diverse (CALD) backgrounds a number of
the leading instruments have already been used in other cultures and there are translations
available for a number of other languages (refer to the reviews in Appendix 3). It may also be
useful to consider the development of a simplified English version of a social isolation scale that
could be used with CALD clients and/or their interpreters. The cultural appropriateness of the
construct of social isolation embedded within these scales could also be examined in focus groups
with representatives from CALD groups as part of the development of a simplified English version.

Page 4
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It is noted that the authors do not consider these instruments appropriate for use with Aboriginal
and Torres Strait Islander groups. Senior (in Sansoni et al., 2008) examined the appropriateness
of the De Jong Gierveld Loneliness Scales for use with rural and remote Indigenous populations.
Senior noted that people in remote Indigenous communities may not have a concept of loneliness
and it may be a difficult construct to explore in a community where dependence on the family is the
norm. Questions that contain ideas about the circle of friends may not be relevant in a community
where everyone is related. These considerations would equally apply to the other instruments that
have been recommended. It is suggested that further research will be required to explore the best
way to assess notions of social support/social connectedness/social isolation in both urban and
rural and remote Indigenous communities. A potential outcome of such work might be to develop a
more culturally appropriate simplified English scale for use with rural and remote Indigenous
people.
There is also a need to develop proxy, other-rater or informant versions of these instruments that
could be used for clients with a cognitive impairment. While it is acknowledged that direct
measurement should always be preferred to indirect / proxy / informant measurement, this is not
always possible if the client does not have the cognitive capacity to self rate. Self report
instruments are clearly not suitable for use with people with severe dementia (MMSE of 10 or less)
and require an assisted interview administration for those with an MMSE less than 15 (Novella, et
al. 2001). Only one instrument had a rating version available for the instrument. Rubenstein et al.
(1994) and Tremethick (2007) report on social worker ratings using a rating version of the original
Lubben Social Network Scale and they reported an inter-rater reliability of 0.85 amongst the social
workers. This scale has since been revised so the rating version would also need to be updated
and validated.
It is noted that there are very few studies where there has been a head to head comparison of
even two of these instruments in a data set. Where a comparison has been made the sample size
is usually quite small. It would be very useful to conduct a study to examine:







how all the instruments compare with each other when using the same sample
to what degree each of these instruments correlate with each other and with identified risk
factors in the same data set
to test alternative wording of the response categories for the DJGLS and for some item
stems in the MSPSS (e.g. ‘significant other’ items)
to examine the factor structure of social isolation in relation to associated items (e.g.
function and depression)
to identify the psychometric properties of items/instruments in a large population sample. It
is possible that the best items to assess social isolation may come from a number of
scales.
It would be very useful to get Australian normative data for each of these instruments to
facilitate assessment and interpretation

It is recommended that room for these leading social isolation scales and related items (e.g.
function, depression) is purchased in the next South Australian Health Omnibus Survey
(SAHOS). SAHOS is a user pays health survey and a 3,000 person sample is collected on an
annual basis. The SAHOS group has trained interviewers that sample households throughout
South Australia and the obtained data is weighted by Australian Bureau of Statistics population
estimates to achieve representativeness. A cleaned data set is then provided to the purchaser
for data analysis. If the Ageing, Disability and Home Care, NSW Dept. of Human Services are
interested in exploring this approach further the SAHOS group could be contacted to ascertain
the actual costs of undertaking this. An estimate of current cost is $2250 per item if there are
10 or more items but it is possible there may be a discount for a larger number of items.
Alternatively the items could be inserted in a relevant NSW survey if there is sufficient space
for the items to be included. Apart from examining the psychometric properties of the
instruments and items this work could also examine differentials in social isolation with regard
to subgroups or strata within the Australian population (e.g. CALD background, socioeconomic
status, living alone, partnership status etc.).
Effective Assessment of Social Isolation
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It has also been noted that there are few studies where any of these instruments have been
used to assess the outcomes of an intervention for social isolation. Only two of the
instruments, the MSPSS and the DJGLS, have been used to assess outcomes in a couple of
studies. For outcomes evaluation it is essential that the sensitivity of instrument to detect
change following an intervention is assessed. It would be useful to examine the effectiveness
of some social isolation interventions (e.g. group activity, network building, friendship
enrichment and visiting programs) using such standardised measures. It is recommended that
a field study examining the outcomes of a social isolation intervention be undertaken to
examine the Lubben, MSPSS and the DJGLS for their utility as outcome measures.
In conclusion the best instruments for the effective assessment for social isolation/support for
these targets groups have been identified. It would be desirable if these instruments could be
trialled further with Ageing, Disability and Home Care clients either for assessment purposes or
for the outcome evaluation of interventions used to address social isolation for these target
groups. A number of the items and shorter scales identified could be used in epidemiological
studies to assess the prevalence of social isolation and to further analyse the risk factors and
health differentials that pertain to this. A program of further research has been outlined to
clarify the construct of social isolation and its effective measurement. This is strongly
recommended particularly given that the research in this field could be considered immature in
its development. Further research is also recommended concerning related, but broader
aspects, such as the assessment of social capital, social inclusion/exclusion and community
integration which may also be useful to reflect on population health parameters.
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1

Introduction

1.1

Project Aims and Details

The aim of this project is to review the scientific and ‘grey’ literature concerning instruments used
for the effective assessment of social isolation amongst clients, and for the outcomes assessment
of therapeutic interventions designed to reduce social isolation. From this review the best
instruments used to assess social isolation will be recommended, including any adaptations that
might be required for these instruments (e.g. adaptation, field testing, and self-report/rater
versions). The selected measures are also assessed in a small pilot study concerning their
linguistic validation. This process checks that instruments developed in other cultures are
appropriate for use in the Australian context. Recommendations include consideration of the best
way to implement assessment and outcome evaluation measures for social isolation in routine
practice. The particular target groups for this project are the elderly, young people with disabilities
and their carers.
Using the ADHC research specifications as a guide, this research is designed to assist with the
better tailoring, via rigorous assessment, of HACC service provision to meeting the needs of those
people living alone. It can also assist in evaluating new programs for single person households
and directly addresses the risk factors for people living alone. In doing so this research can also:
(1) give an indication of changes in client expectations and needs over time; and (2) assess the
impact of new models of care and social / health interventions to assist older people and people
with a disability to live and participate in the community.
This report provides details of the literature searches undertaken, the research and practice
literature review, and the processes undertaken to identify the leading contender instruments for
consideration. It then considers through an impact analysis which are the 4-5 most preferred
instruments to assess social isolation in routine care in ADHC settings. These instruments were
then comprehensively reviewed and assessed in a small linguistic validation pilot study (refer
Section 7). In the conclusions of this report (Section 8) recommendations have been made
concerning further field testing of these instruments and the appropriate use of these instruments
in routine care settings.
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2

The Conceptualisation of Social Isolation

Social isolation can affect health and it has been noted that persons who have diversified social
networks have better scores on measures of function (e.g. activities of daily living, instrumental
activities of daily living) and perceived health status (Litwin, 1998). Social support appears to be a
buffer for stress in addition to being a moderator of both physical and psychological well-being
(Heitzmann and Kaplan, 1988; Berkman and Syme, 1979). It can also be related to how well an
elderly person can manage their chronic illness or disability. Among older adults, higher social
support has been associated with better physical and mental health and reduced mortality risks,
while low social support may be associated with higher health and social service use (Bowling,
1991; Steinbach, 1992; Wilkins and Beaudet, 2000). Emotional support can also influence the
recovery of functional capacity (Glass and Maddox, 1992). Social support may also indirectly affect
health by increasing satisfaction with life and decreasing levels of stress (Newsom and Schulz,
1996; Powers et al., 2004). Social networks may help individuals cope with their illnesses, prevent
isolation and provide the emotional, physical and financial resources that enable community
dwelling older people to remain in their own homes (Lindsey and Hughes, 1981).
Perceived social isolation – or the absence of social function – is also associated with poorer
health status and a higher consumption of health care resources (Ellaway et al., 1999). Loneliness
has also been associated with lower reported life satisfaction, alcoholism, suicide and physical
illness (Ernst and Cacioppo, 1999). Inadequate social support networks have been associated with
both an increase in morbidity and an increase in mortality (Lubben and Gironda, 2003).The
socially isolated have worse outcomes from acute interventions, such as cardiovascular surgery
(Farmer et al., 1996; Ruberman et al., 1984; Williams, 1992). Those who are isolated experience
compromised health–related quality of life (HRQoL), life meaning, and levels of life satisfaction,
wellbeing and community involvement (Cantor and Sanderson, 1999). In addition there are
associations between social isolation and mental illness (particularly depression), distress,
dementia, suicide and premature death (Berkman and Syme, 1979; Ellis and Hickie, 2001;
Fratiglioni et al., 2000; House et al., 1982; Kawachi et al., 1996; Lester and Yang, 1992; Rokach,
2000; Turner, 1981). Hawthorne (2008) also notes that perceived social isolation is associated
with mental and physical illnesses, specific conditions and behaviours (e.g. substance abuse),
ageing and a shorter length of life. A connection between social support networks and adherence
to desired health practices has been reported (Potts et al., 1992).
With regard to particular population groups Hawthorne (2008) notes that social isolation has been
associated with homelessness and ethnicity and Gardner et al. (1998) reports higher levels of
social isolation among veteran groups.
A number of studies report the strong association between homelessness and social isolation
(D’Amore et al., 2001; ABS 2009). D’Amore et al. 2001 report that 81% of homeless people
reporting to an urban Emergency Department in New York had no weekly social contacts as
contrasted with 11% of control patients. The 2007 Mental Health and Well-being Survey (ABS
2008) reports higher rates for mental disorder amongst those who have ever been homeless and
the higher rates of mental disorder were associated with lower levels of social support. However,
Goodman (1991) notes that while social isolation is often considered a risk factor for
homelessness it may be a consequence rather than a cause of homelessness.
A number of studies have discussed the relationship between immigration, ethnicity and social
isolation (Rao et al., 2006; Findlay and Cartwright, 2003) and suggest that older people from
CALD backgrounds may be one of the most vulnerable groups at risk of social isolation. The latter
suggestion is not surprising given that while adapting to a new culture the immigrant may face
acculturative stress which could include such challenges as discrimination, poverty, language
barriers as well as being at risk for social isolation (Smart et al., 1995).
Powers et al. (2004) report that women from non-English speaking backgrounds and those born
overseas reported lower levels of social support in the 1996 Women’s Health Australia Survey of
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women aged 70-75 years. The 2007 National Mental Health and Wellbeing Survey (ABS, 2009)
examined both social isolation/support and country of birth variables in relation to the presence of
mental disorder they did not examine social support directly in relation to the country of birth
variables (e.g. born overseas and time in Australia). Interestingly this survey indicates that those
born overseas report lower rates for mental disorder than those born in Australia and that a higher
level of social support (contact with friends and family) is also associated with lower rates of
mental disorder. This might suggest that those born overseas may not be at such risk of social
isolation as has been suggested but further research needs to examine further the association
between immigration status and social support/isolation. ‘Born overseas’ is a very broad variable
and would include migrants arriving from other English speaking European and North American
countries who would not face the language barriers of other migrant groups. Migrants from non
English speaking backgrounds and from countries with more dissimilar social structures might well
be more at risk for social isolation at the individual level and social exclusion, prejudice and
discrimination at the societal level, but further research is required to analyse the inter
relationships between these factors.
Hawthorne et al. (2008) in Sansoni et al. (2008) state three general theories advanced to explain
these relationships. Attachment theories postulate that childhood experiences predispose adult
social network behaviours (Bowlby, 1971; Fromm-Reichmann, 1959), that social networks affect
responses to stressors (Cassel, 1976; Weiss, 1973) and that social support provides a ‘buffer’
against crises (Cobb, 1976; Peplau and Perlman, 1982). Collectively, these are consistent with the
existential loneliness hypothesis; i.e. that people need to belong (Applebaum, 1978; Baumeister
and Leary, 1995; Mayers and Svartberg, 2001). Because this is an internally regulated need, it can
be argued that the assessment of a breakdown in social function (perceived social isolation) must
reflect the perspective of the individual because some individuals may choose solitude (i.e. to be
alone), whereas others may lack the necessary skills to make or maintain social relationships
(Marangoni and Ickes, 1989; Sand and Strang, 2006). Where fulfilment of this need for belonging
is transgressed (the perceived discrepancy theory; De Jong Gierveld, 1978; Marangoni and Ickes,
1989), challenging life events (e.g. relationship breakdown or partner loss, severe or lifethreatening illness) may overwhelm an individual leading to the perception that he/she is both
socially isolated and lonely. The resulting internal stress associated with this perceived social
isolation may also be caused by, be associated with, or exacerbated by health symptoms,
conditions or poor health care outcomes.
Lubben and Gironda (2003) report other theories which include the notion that strong social ties
may stimulate the immune system to ward off illness more effectively; that social networks provide
essential support that is needed during times of illness which contributes to better adaptation and
quicker recovery time; and that social ties are instrumental in adherence to good health practices
and the cessation of bad ones (Potts et al., 1992).
Given these findings, Levin (2004 in Kane and Kane, 2004) notes there are a number of good
reasons to assess aspects of social function (e.g. perceived social support/ perceived social
isolation) in the elderly. These are:






To determine how older adults function after an acute episode of illness or how they cope
with chronic illness or disability
To identify what older adults want and need socially in their lives, to determine whether
these expectations are met and to plan interventions to fulfil such expectations if they are
not being met
To identify how socially active the older adult is to identify whether care interventions may
be needed to address this domain
To determine if an older adult has the social resources to remain living independently in the
community
To identify older adults in both the community and long term care facilities who are isolated
and vulnerable and who may be experiencing a poor quality of life and to plan care
interventions that address these issues.
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Many of these reasons are also central to care planning for young adults with disabilities as well as
for the elderly. Social assessment is essential to comprehensive assessment as it provides
information that is useful in understanding the contextual reality of the client’s life (Morano and
Morano, 2006). It can be seen that the assessment of relevant aspects of social function is a
critical component of comprehensive assessment that needs to be addressed in planning
programs for these target groups. As more than 80% of care is delivered by family caregivers
(Stone et al., 1987) it is also important to address the perceived social support / perceived social
isolation of their caregivers.
In 1999, the Australian Federal Government introduced the enhanced primary care Medicare items
with the aim of improving the health care of elderly Australians (Powers et al., 2004). The
enhanced primary care health assessment is designed to assess a patient’s overall health and
function and must include an assessment of social support. This reflects the importance placed on
the assessment of social support / social isolation in the Australian health care system.
Recently the Federal Government has launched a social inclusion agenda and strategy to
influence all aspects of government policy and decision making (see
http://www.socialinclusion.gov.au/ for further details). Three key works are Social Inclusion:
Origins, concepts and key themes (Social Inclusion Unit, 2008), The Australian Public Service
policy design and delivery toolkit (Social Inclusion Unit, 2009), and A compendium of social
inclusion indicators: How’s Australia Faring? (Australian Social Inclusion Board, 2009). These
works highlight the importance of social isolation (and its perception) as a sub-theme of a broader
social inclusion / social exclusion agenda. This also fits with the current NSW State Plan “Towards
2030” with its Strategic Priority 4.1 of improving community participation (NSW Department of
Premier and Cabinet, 2009).
Levin (2004) in Kane and Kane (2004) notes that social functioning is a dimension of health and
well-being that reflects how people get along with others, how others react to them, how well they
perform socially expected roles, and how they interact with social institutions. Social functioning
can include such overlapping areas as social support, social networks, social roles and role
functioning, social resources and social activities and thus is a much more encompassing term
that social isolation. Measures of social functioning often have slightly different foci and emphases
relating to such domains. Measures of social functioning also vary as to whether they have a focus
on ‘objective’ or ‘subjective’ assessment of these domains. The so called ‘objective’ measures
endeavour to quantify different aspects of social function such as how many social activities a
person undertakes, how many people are in their social network, and how many hours of social
contact they may participate in over a set period of time. The ‘subjective’ measures relate to a
person’s perception of their social functioning which may include such things as social role
functioning, whether they feel they have adequate social support and contact, or feelings of
loneliness and isolation.
There are also other available models derived from the literature on social functioning, social
support, social health and social isolation which are useful for assessment purposes. These are
summarised by Bowling (2005); House and Kahn (1985), McDowell (2006), Morano and Morano
(2006), Schwarzer and Leppin (1992) and Vaux (1992). Influential themes in these works examine
the quality, structure and functional aspects of social support; as well as the sources of support
and its content (including tangible, emotional, appraisal, informational, and instrumental aspects).
Other aspects of support can also be considered, for example, whether it is general in nature or
problem focused. It can also be subjective or objectively assessed and negative aspects of
received support (like undermining, demeaning or poor help) should also be examined. These
works suggest that social support / social isolation is a multi-dimensional construct which has
objective elements and subjective elements - which can be influenced by the person’s appraisal
and affective state.
Hawthorne et al. (2008) in Sansoni et al. (2008) notes that at the global level there are two
perspectives commonly described in the literature regarding social functioning but these appear to
be the different ends of the same continuum. The positive end of the continuum is described in
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terms of social function, social participation, social support, social contacts and similar terms. At
the other end of this continuum is perceived social isolation and loneliness. Developed by
Hawthorne et al. (2008) Table 2 presents a schematic representation of the different terms that are
often used to describe these different perspectives.

Table 2

Definitions of the Social Functioning – Social Isolation Continuum

Definitions of the social functioning – social isolation continuum
Definition
Social
functioning

Well-being associated
with intimacy, family,
friendships, social roles
and institutional
interactions

Measurement
Objective
Subjective
The number of social
Perception of
roles performed
well-being
associated with
intimacy, family,
friendships,
social roles and
institutional
interactions

Social participation

A willingness to
participate and
participation in social
roles, activities and
institutions

Number of social
roles carried out,
activities participated
in and number of
institutions a member
of

Satisfaction with
social roles

Social
support/resources

The amount of social
support available to an
individual, including
that given and
received. This includes
both instrumental and
emotional support.

The frequency of
social support
activities

Satisfaction with
social supports

Social contact/
connectedness

The number of social
contacts

The number of social
contacts

Perception of
satisfaction with
social contacts

Social isolation

The absence of social
contacts, activities or
participation

The number of social
contacts

Perceived
inadequacy of
social contacts

Loneliness or
emotional isolation

Feelings of being alone

Perceived
social
isolation

Living without human
companionship,
involving both social
isolation and
loneliness.

Perceived depth
of loneliness
The number of social
roles performed

Perceived lack of
social contacts
and perceived
loneliness

Although there are subtle differences between terms such as social participation, social
support/resources and social contact, they all describe social networks, which have been defined
as the number of social connections (i.e. those who are close, who are seen regularly and who
can be relied upon for support) (Hobfoll and Walfisch, 1984; Retsinas and Garrity, 1985; Stokes
and Wilson, 1984; Townsend, 1973). These social networks lead the individual to believe that
he/she is cared for, loved, esteemed or valued and that he/she belongs to a network of
communication and mutual obligation (Cobb, 1976). They reflect the degree to which a person’s
basic needs are met through receiving instrumental aid (Procidano and Heller, 1983; Thoits,
1982). Social function is often assessed through a count of the number of social contacts or
activities engaged in, and an assessment of the value of those contacts to the individual (Mendes
de Leon et al., 2003; Norbeck et al., 1981; Sarason et al., 1983). Although there is evidence that it
is the quality of these contacts that matters rather than the number (Henderson et al., 1981; Kim,
1999b; Levin 2004 in Kane and Kane, 2004; Routasalo et al., 2006; Victor et al., 2000).
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The negative end of the continuum is perceived social isolation (Hawthorne et al. in Sansoni et al.,
2008). This occurs where there is a breakdown in the level of social arrangements regarded by an
individual as necessary to meet his/her psychological needs (De Jong Gierveld, 1978; Marangoni
and Ickes, 1989; Peplau and Perlman, 1982; Weiss, 1974), often referred to as the ‘relational
theory of loneliness’ (van Baarsen et al., 2001). It is described as living without companionship,
social support, contact or connectedness, participation or social functioning (Tomaka et al., 2006).
It comprises two related constructs, social isolation and emotional loneliness (De Jong Gierveld
and Havens, 2004; De Jong Gierveld and Tilburg, 2006; Levin, 2004; Routasalo et al., 2006;
Steptoe et al., 2004; Tomaka et al., 2006; Townsend, 1973; Weiss, 1973; Wenger and Burholt,
2004; Wilson et al., 2007). While earlier perceiving loneliness as measured by their scale as a
unidimensional state, more recently De Jong Gierveld et al. (2006) reflect the multidimensional
conceptualisation of loneliness identified by Weiss (1973) by differentiating between social and
emotional loneliness within their Loneliness Scale.
Weiss (1973) identified two types of loneliness: loneliness associated with social isolation and
loneliness associated with emotional isolation. Loneliness through social isolation is caused by a
lack of social integration and connectedness. As Van Baarsen et al. (2001) indicate, this type of
loneliness could be experienced following relocation and can best be resolved by the individual
acquiring new contacts. This may be a particularly pertinent issue for immigrant groups where
relocation and language issues both may apply (Rao et al., 2006).
Emotional isolation may refer to the absence of a reliable attachment figure such as a partner.
However, as Squires et al. (2009) indicate, there is no clear definition of either social or emotional
loneliness. Recently Luanaigh and Lawlor (2008) suggest social loneliness can be associated with
a lack of social integration while emotional loneliness may be the result of psychological factors.
More recently DiTommaso et al. (2004) have suggested that that Weiss’s (1973) distinction
between social and emotional loneliness could be further broken down to differentiate between
family emotional loneliness and romantic emotional loneliness. The Social and Emotional
Loneliness Scale for Adults developed by DiTommaso et al. (2004) reflects this conceptualisation.
As with social functioning, a variety of terms have been used to describe related constructs, such
as loneliness, social loneliness and emotional isolation (Weiss, 1973). However, as indicated by
Lubben and Gironda (2003) these constructs are distinct as one can, for example, feel lonely in a
crowd. Perlmann (1987) claims that loneliness is a discrepancy between one’s desired and one’s
achieved social contacts. As Hawthorne et al. (2008) states generally, social isolation refers to the
absence of social contacts or activities. These are often assessed numerically through counting
the number of social activities or contacts (many commentators refer to such measures of social
isolation as being ‘objective’ for this reason). In contrast loneliness is usually defined as the
emotional feelings of unmet social engagement need (often described as being ‘subjective’)
(Townsend, 1963; 1973). Loneliness is identified as a subjective experience, whereas isolation is
defined more as an objective condition that involves a lack of integration into social networks
(Rook, 1984).
The authors of the De Jong Gierveld Loneliness Scales (De Jong Gierveld, 1987; De Jong
Gierveld, Kamphuis & Dykstra, 1987) note that social isolation and loneliness share related factors
but are distinct concepts. Social isolation they define as an objective measure of contacts with
other people (as might be measured by a network instrument) while loneliness is considered to be
the subjective expression of dissatisfaction with the level of social contact (Havens et al., 2004; De
Jong Gierveld, 1987; De Jong Gierveld, Kamphuis & Dykstra, 1987; Perlman and Peplau, 1981;
Rook, Thuras and Lewis, 1990). It is therefore possible to experience actual or objective social
isolation but not necessarily feel lonely although Steed et al. (2007) report that time spent alone
and loneliness are highly correlated. However, loneliness could also be described as negatively
perceived social isolation (De Jong Gierveld, Kamphuis & Dykstra, 1987). The scales are thus
made up of items that measure loneliness and perceived (vs. actual) social isolation. However, it
should be noted that often the differences can be very subtle between items that claim to measure
actual versus perceived social isolation.
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For example, the De Jong Gierveld Loneliness Scale asks questions about feelings of loneliness
(e.g. I experience a general sense of emptiness? I miss having a really close friend?). It also asks
questions about the perceived availability of social support (e.g. There is always someone I can
talk to about my day-to-day problems?). By contrast the Lubben Social Network Scale takes a
more enumerative approach focussing on how often or how many relatives/friends offer social
support (e.g. How many relatives do you feel close to such that you could call on them for help?).
Both types of items are measured through self-report; both reflect the assessments and
perceptions of the respondent. Both types of measures claim to measure either perceived social
isolation or perceived social support (reflecting social isolation). However, there is little information
in the literature that directly compares these two approaches and at times the differences between
the items derived from these approaches can be subtle. As well there are a number of instruments
that contain a blend of both enumerative and feeling questions. It may be desirable to compare
both types of measures in a survey to further delineate the similarities and differences between
these approaches.
Hughes et al. (2004) document the relationship between loneliness (as measured by the 3 item
UCLA Loneliness Scale) and several commonly used measures of objective social isolation such
as the Social Network Index (SNI; Berkman and Syme, 1979), marital status, and an index of
intimate contacts. Persons who scored higher on the SNI had lower levels of loneliness providing
some confirmation of the connection between objective and subjective measures of social isolation
although the relationship was relatively modest. Hughes et al. (2004) suggests this indicates that
the quantitative and qualitative aspects of social relationships are distinct and also suggests the
importance of studying both of these dimensions of social relationships in the ageing process.
Lehto-Jarnsted et al. (2004) also differentiate between structural and functional social support.
One can differentiate between the characteristics of the social network (e.g. types of linkages, size
of network, who provides support etc.) and the social support derived from it. Functional social
support might include emotional concern (liking, love, and empathy), instrumental aid (the
provision of goods and services), informational support or appraisal. Structural measures evaluate
the social network and may include variables such as marital status, number of family and friends
or frequency of contact. By contrast functional measures focus on the individual’s perception of
their social relationships and the perceived availability of social support.
Harber (2005) also draws an interesting distinction between non-directive and directive
instrumental support. Directive instrumental support concerns others attempts to dominate coping
while non-directive social support attempts to facilitate but not dominate coping. Harber (2005)
developed the Inventory of Nondirective and Directive Instrumental Support (INDIS) and found that
nondirective family support was positively related to hope and optimism while directive family
support was associated with depression and loneliness. Although it is an interesting construct
which should be investigated further, the INDIS measure has relatively low correlations with other
measures of perceived social support which is not surprising as it does not examine the frequency
or intensity of perceived social support or feelings of loneliness or social isolation – it only
examines the style of helping provided by friends and family.
However, this work raises the important issue that many of the measures of social support or
social isolation assume that any support provided has a beneficial effect on the individual and as
Harber (2005) suggests this could be influenced by the style or type of support provided. There
may be some merit in including some items of style of support provided in measures of perceived
social support and social isolation.
It should be noted there are a number of related constructs this review does not include. Recently
there has been a focus on attempts to define and measure social capital although there appears to
be no generally agreed way to either measure or define it (Niemenen et al., 2008). Loomen (2006)
states that an important distinction between social support and social capital is that social capital
could be considered a characteristic or property of a society or collective (e.g. neighbourhood,
state, country), although its measurement may reflect the investment made by individuals/families
towards their society or group. However, an individual who has not invested in relationships with
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others may still benefit from high levels of social capital in the community through others’
investments in relationships. Thus social capital is a collective view of a society or group and is not
really a characteristic of individuals.
Bullen and Onyx (1998) identified eight elements that appeared to define social capital. These
were participation in the local community, neighbourhood connections, family and friends
connections, work connections, proactivity in a social context, feelings of trust and safety,
tolerance of diversity and value of life. The World Bank (Grootaert et al., 2004) identifies 6
dimensions: groups and networks, trust and solidarity, collective action and cooperation,
information and communication, social cohesion and inclusion, and empowerment and political
action. Although measures of social capital usually include the dimensions of social networks
and/or social support they also include other dimensions (e.g. liking and feelings of safety with
reference to the neighbourhood) that are not generally considered to be part of the definition of
perceived social isolation or perceived social support when it is assessed at the individual level.
For these reasons instruments that attempt to measure the construct of social capital are excluded
from this report.
It is noted that there was relatively little literature found that discussed the connections between
measures of social exclusion/inclusion, perceived discrimination and prejudice at the broader
societal level with perceived social isolation/loneliness at an individual level. An individual may feel
that they are the victim of social exclusion, prejudice or bias but may not necessarily experience
feelings of loneliness or social isolation. However, Weiss (1973) notes that loneliness through
social isolation is caused by a lack of social integration and connectedness and as Van Baarsen et
al. (2001) indicate, this type of loneliness could be experienced following relocation which might
particularly apply to CALD or immigrant groups within a society. Thus, it is likely that these are
highly related dimensions but further research will be required to analyse these associations.
During the searches quite a few measures of community participation and integration were
identified. Although some of the measures of perceived social support and social isolation may
contain an item or items about support received from neighbours, generally, there is relatively little
focus on support received from others in the broader community or perceptions of support from the
community. Yet this could be conceived of as an important dimension of social support.
On the other hand, instruments that purport to be measures of community support do not examine
aspects of the social support provided by friends and family. For example the Community
Integration Measure (McColl et al., 2001) asks questions about feeling part of the local community,
liking the community, feeling accepted by the community and so forth but contains no questions on
any other aspect of social support. Other measures such as the Community Integration
Questionnaire (Willer et al., 1994) appear to focus on assistance provided by others with activities
of daily living and as such appear to be measures of the need for community service assistance.
Given the focus of these measures did not include core dimensions of either perceived social
support (e.g. from friends and family) or address any aspects of social isolation or loneliness these
instruments were excluded from the study.
In conclusion, given the extensive list of correlates or consequences, it would seem that the
assessment of social isolation / social support (perceived or actual) and loneliness amongst the
elderly or people with disabilities is important. Where it occurs, there may be justification for
intervention with the specific aim of increasing social participation, and where programs aimed at
alleviation are implemented it is important that these are evaluated using valid measures. This
review will examine measures which may be useful for providing such assessments.

2.1

The Research and Practice Literature

Social functioning or social isolation instruments and items may be used to assess population or
community health; to assess whether particular groups within the community or population are at
risk for social isolation (e.g. the elderly, people with disabilities), which can also be used for
planning interventions to address this issue; to assess the effectiveness of interventions aimed at
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reducing social isolation and increasing social function; and to routinely monitor the social
functioning of groups perceived to be at risk for social isolation.
2.1.1

Population and Community Surveys

In population health surveys items on social isolation are sometimes included to reflect on the
mental health and wellbeing of the population. Obviously in population health surveys there are
limits to the number of items that can be included and usually the domain of social
isolation/function will be assessed by only one or two items. An example of this approach was the
inclusion of the Short Form 36 Version 1 (Ware et al., 2001) health status measure in the 1995
Health Survey (ABS, 1997). These health status instruments usually contain only 1-2 items on
social function and can only provide the briefest of snapshots. Health differentials on items of
social function can be examined to show differences between groups within the population or to
compare the Australian survey findings with other international surveys (ABS, 1997).
A review of the identified survey instruments used in practice in Australia reveals that there are
only a few items that ask about social functioning in a way that may be useful for an assessment of
individual experiences. This is especially the case when examining items of social support and
social isolation. Generally these surveys used in practice ask about marital status and living
arrangements (e.g. single lone person households etc) as the Australian Census does. Some
surveys also examine the emerging issue of social capital though these questions tend to focus on
involvement in community activities and personal trust and safety issues. This review of practice
instruments or major surveys undertaken in Australia is discussed in Section 6.
Very rarely can a social function/social isolation instrument be included in a national survey as
there are priorities for the inclusion of a whole range of health domains that may need to be
assessed. An exception to these approaches is the South Australian Health Omnibus Survey
where items can be purchased by researchers and government departments to explore issues of
particular concern (e.g. prevalence of continence, social isolation) or to develop norms for a
particular instrument used to assess health and related dimensions. Hawthorne (2006, 2008),
reports on the inclusion of the 6 item Friendship Scale (a measure of perceived social isolation) in
the 2004 South Australian Health Omnibus Survey. In one of the few recent prevalence studies
concerning social isolation, Hawthorne (2008) reported that 16% of the 3000 Australian
participants reported some degree of social isolation; 9% were classified as experiencing ‘some’
isolation and 7% were classified as isolated or very isolated. Depression was found to be highly
associated with this construct.
Steed et al. (2007) undertook a study to determine the prevalence and demographic correlates of
loneliness in a sample of older people (65+) in Perth, Western Australia. They used three
approaches to assess loneliness: a) a single item ‘Would you say that you are? (the responses
were: Always lonely/Often lonely/Sometimes lonely/ Never lonely”); b) the 20-item UCLA
Loneliness Scale; and c) the 11-item De Jong Gierveld Loneliness Scale.
With regard to the single item, severe loneliness was reported by 7% of the sample and feeling
lonely sometimes by 31.5% of participants. Using the cut off points recommended for the De Jong
Gierveld scale 52% of respondents were classified as not lonely, 39.3% were classified as
moderately lonely and 8.7% were classified as severely lonely or extremely lonely on this scale.
Although the prevalence rates for severe loneliness are similar to those reported by Hawthorne
(2008) the prevalence rate for ‘feeling loneliness sometimes’ was much higher and more
consistent with other studies from the UK and the other Australian study reported by Lauder (2003)
below. Differences in sampling strategy, the use of different instruments, and the proposed cut
points used to classify severity of loneliness may account for some of these differences between
studies
Steed et al. (2007) noted that social networks appear to be protective factors in the following order:
friends, relatives, neighbours and children. It was also found that having a confident was
important, as well as the number of close relationships with children (as opposed to number of
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children). Interestingly, Steed et al. (2007) also measured the amount of time a person spent alone
and found this had a strong association with self reported loneliness.
British and Irish community studies have reported rates of severe loneliness amongst those aged
65+ of 5-16% although the median reported rate is approximately 9-10% (Luanaigh and Lawlor,
2008; Victor et al., 2000). In these studies loneliness has often been assessed by a single item
(e.g. Do you feel lonely?). Victor et al. (2005) using the same single item as Steed et al. (2007)
found 7% were often or always lonely and about 33% reported being moderately lonely. Using a
collection of eight items, Wenger and Burholt (2004) found that 9% of elderly Welsh people
reported being very lonely and 29% of the sample reported moderate loneliness.
Dykstra (2009) reports differences in prevalence estimates between European countries for
loneliness as assessed by a single loneliness item with those over 60. Denmark had the lowest
prevalence estimate at less than 5%; Finland, Germany, Netherlands, UK report prevalence
between 5 and 9%; Belgium, France, Ireland, and Spain report prevalence between 10-14% and in
Italy, Greece and Portugal the prevalence was reported as being greater than 15%. Scharf and De
Jong Gierveld et al. (2008) using the 11 - item De Jong Gierveld Loneliness Scale report the
prevalence of severe loneliness in the Netherlands to be 4% based on a community sample of
older people (60+). They also examined UK data derived from 500 older people (60+) in deprived
neighbourhoods of 3 English cities and the prevalence of severe loneliness for these communities
was 13%. They report that the evaluated quality of the residential neighbourhood
(liking/satisfaction for neighbourhood, ratings of neighbourhood safety etc.) accounted for a large
degree of variance in loneliness in both countries although aspects of the sample/ population
composition, demographic characteristics and their interaction may also have explanatory power
as Dykstra (2009) suggests.
Lauder et al. (2004) included the 11 item De Jong Gierveld Loneliness Scale in a telephone
community survey of loneliness in Central Queensland (2002 Central Queensland Social Survey).
They found the majority (64.3%) of participants were not lonely which was defined as a score of 2
or less. Of the 35.7% that were classified as lonely (a score of 3 or above) most were classified as
quite lonely with only 3% of the sample reporting moderate or severe levels of loneliness. It should
be noted that Lauder et al. (2003) used slightly modified scoring criteria to that used by De Jong
Gierveld et al. (2006; 2008). This may partly help to explain the differences in the prevalence of
loneliness reported in this sample as compared with other studies that have used the De Jong
Gierveld Scale (Steed et al., 2007) although sampling strategies and factors raised by Dykstra
(2009) above may also have some explanatory power.
Hawthorne (2008) states that with regard to age and loneliness / social isolation there are
conflicting findings as some studies have shown increases in loneliness with age, or mixed results,
while others have shown a protective effect by age. However, an interesting finding from the
Hawthorne (2008) study was that younger adults had higher probabilities of being classified as
socially isolated than did older participants - although it should be noted that as this was a
community sample elderly people in residential care/hospital would have been excluded.
Elsewhere Hawthorne (2006) reports that elderly people in residential care in Australia obtained
particularly low scores on the Friendship Scale reflecting a high degree of social isolation. Possibly
this may reflect the U shaped association between age and loneliness reported by Dykstra (2009),
Luanaigh and Lawlor (2008) and Pinquart and Sorenson (2001; 2003). Luanaigh and Lawlor
(2008) hypothesised that the observed increase in loneliness in the 75+ age group may reflect a
higher incidence of ‘emotional loneliness’ associated with the increased likelihood of widowhood.
Coventry et al. (2004) used the Kessler Perceived Social Support Scale, designed specifically for
twin studies, with a large community sample of Australian Twins. This scale examines support
received from spouse, twin, children, parents, relatives, friends and helping support. Coventry et
al. (2004) found that across the age range there was a slight decline in perceived support from
spouse, parent or friend; a slight increase in perceived relative and helping support for males; and
a substantial increase in the perceived support from children for both males and females. The
authors concluded that total scores for perceived social support, which do not differentiate
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between the subscales concerning the source of support (e.g. spouse, relatives or friends), may
mask or produce misleading findings concerning perceived social support and age.
Powers et al. (2004) report on the inclusion of the Duke Social Support Index (DSSI) in the 1996
Women’s Health Australia survey of 12,939 women aged 70-75 years. Many older women were
found to have high levels of social support (~40%) and a high level of satisfaction with social
support (~70%). However, those from non-English speaking backgrounds and born overseas
reported lower levels of social support. The DSSI has two subscales which measure a) satisfaction
with social support and b) social interaction. There were higher correlations with the DSSI
satisfaction support scale and other items measuring mental health, stress and life satisfaction
than with the social interaction subscale of the DSSI. Powers et al. (2004) suggest this is
consistent with the notion that it is the quality rather than the quantity of social support that is most
important.
Luanaigh and Lawlor (2008) report the association between gender and loneliness is equivocal
with some studies finding that women report loneliness more than men and other studies reporting
no gender differences. De Jong Gierveld et al. (1987) have shown females to be lonelier than
males in their research in the Netherlands. Hawthorne (2008) found there were different patterns
for males and females across the lifespan which may reflect that males and females seek different
things from relationships and experience social isolation and loneliness in different ways.
However, gender was not found to be a significant predictor of perceived social isolation after
adjustment for covariates. Gender also was not found to be predictive of loneliness among older
Swedes (Mullins et al., 1996). Steed et al. (2007) report no gender differences using the UCLA
Loneliness Scale although women reported a greater degree of loneliness when answering the
single direct item on loneliness.
Marital status has often been associated with loneliness / perceived social isolation. Those without
a partner (e.g. non-married males and females) report the highest frequency of loneliness (De
Jong et al., 1987; Luanaigh and Lawlor, 2008; Steed et al., 2007; Weiss 1973). Hawthorne (2008)
found that compared with the partnered, the never married were more likely to be isolated/very
isolated as were the separated or divorced. Bereavement in the elderly also appears to be a major
risk factor for the development of loneliness (Luanaigh and Lawlor, 2008; Victor et al., 2005).
Lauder et al. (2003) reported that factors that predicted loneliness were experiencing domestic
violence, marital status (not having a partner), not being employed and the greater number of
children under eighteen remaining at home. Age was not associated with loneliness in this study
although the authors report substantial missing data for this variable which precluded more
detailed analysis. Hawthorne (2008) reported health conditions associated with social isolation
were depression, hearing loss, incontinence and lifetime trauma exposure. Luanaigh and Lawlor
(2008) indicated that other risk factors for loneliness include single parenthood, recent change of
residence, living alone, poor vision and loss of hearing.
2.1.2

Particular Target Groups

There is quite an extensive research literature where the social functioning / social isolation of
particular target groups may be examined. This literature often includes the assessment of social
isolation/ functioning during or following treatment for target groups such as people with chronic
and acute illnesses (e.g. Diabetes, Cancer, Psychiatric Disorders, Heart Conditions and HIV-Aids;
Abramowitz et al., 2009; Bearman and La Greca, 2002; Bova, 2001; Burgoyne and Renwick,
2004; Daniels, 2003; Case, 2008; Dogan et al., 2004; Floyd 2003; La Greca and Bearman, 2002;
Lehto-Jarnstedt et al., 2004; Luttik et al., 2005; Peralta et al., 2005; Raiber-Kornfeld, 2006; Rogers
et al., 2004; Szadoczky et al., 2004; van Dam et al., 2005; Zygmunt, 2002); the elderly (Bourgeois,
2003; Cattan et al., 2005; Cree et al., 2001; Kitchie, 2003; Kristjansson et al., 2001; Luanaigh and
Lawlor, 2008; Pinquart and Sorenson, 2001,2003; Victor et al., 2005) and people with disabilities
(Balandin et al., 2006; California Foundation for Independent Living Centres, 2005; Ludwig and
Collette, 1970; Sedway, 2003; Teunisse et al., 1999). Occasionally the social isolation of the
carers may also be examined (Cohen and Kuten, 2006; Cumming et al., 2008; Grunfeld et al.,
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2004; Haley et al., 1999; Smerglia et al., 2007; Stoltz et al., 2004). As indicated earlier (Section
2.2) the availability of social support and social functioning of the patient/person are related to
recovery from illness, their adherence to medication (DiMatteo, 2004) and a range of other health
status variables.
There are a number of studies that have examined the prevalence of loneliness amongst the
elderly and those studies generally indicate it is the older old who are more likely to experience
social isolation. It has been found in a number of studies that loneliness and depression in older
people are strongly associated and that loneliness is a strong risk factor for depression (Luanaigh
and Lawlor, 2008). These authors also report that loneliness appears to be a risk factor for poor
physical health and that loneliness has been associated with hypertension, poor sleep and
abnormal stress responses. They suggest this might indicate that loneliness is associated
detrimentally with physiological and immune stress responses that may account for the excess
cardiovascular morbidity observed in people who are lonely (Cacioppo et al., 2002a, 2002b;
Luanaigh and Lawlor, 2008; Steptoe et al., 2004).
With regard to people with disabilities, Balandin et al. (2006) used the UCLA Version 3 to assess
the loneliness of older persons with and without cerebral palsy (the cerebral palsy patients were
divided into natural speech and augmentative communication groups) and this study indicated that
older people with cerebral palsy experience more loneliness than older adults without disability.
There was no difference in the level of social isolation between the two cerebral palsy groups. The
California Foundation for Independent Living Centers (2005) undertook a brief survey of social
isolation amongst their clients with disabilities. A majority of their consumers reported experiencing
social isolation. A third of their clients answered always or most of the time to the statement “I feel
isolated due to my disability” and another 39% answered ‘sometimes’ in response to this question.
Ludwig and Collette (2005) found that physical limitation, dependency and social isolation were all
found to be associated with poor mental health in a study population of former applicants for social
security disability benefits. Teunisse et al. (1999) found that compared with a control group,
significantly more Chris Bonnet Syndrome (a visual disability) patients were lonely.
With regard to carers, Otswald et al. (2009) note the absence of social support has been
associated with stress in stroke survivors and family caregivers. They found that the availability of
emotional and informational support from family and friends was associated with lower stress
levels in spousal caregivers. Caregivers who reported having more family and friends to talk to
(actual numbers) also reported lower levels of stress. Chambers et al. (2001) note that carers
commented on the extent to which their caring responsibilities restricted their social lives and the
sense of social isolation and loneliness they experienced confirming similar studies in the literature
(Twigg and Atkin, 1994; Anderson et al., 1995; Liston et al., 1995; Schofield et al., 1999).
Haley et al. (1999) compared 2 group interventions (discussion / mutual support; discussion /
mutual support plus relaxation and cognitive interventions) for dementia caregivers. Neither group
showed improvements concerning social network satisfaction at follow up. Toseland et al. (1989a)
examined discussion / mutual support group interventions for caregivers of elderly parents. One
group was led by social workers whereas the other group was led by peers. Both groups showed
significant improvements in network size, psychological status and personal change. The peer led
groups had greater increases in informal support networks.
Cohen and Kuten (2006) provided a Cognitive Behaviour Therapy program for relatives of cancer
patients which included the aim of increasing perceived social support for this target group. At 9
weeks post-intervention there was no difference in perceived social support for the relatives as
compared to controls but at a follow up four months post the intervention a significant difference in
perceived social support scores was found. The authors surmise this may be that CBT techniques
may require assimilation before they have a significant effect on perceptions such as social
support. It could also be that during group sessions, support received from the group members
may overshadow support received from others.
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Stoltz et al. (2004) undertook a systematic literature review concerning support for family carers
who care for an elderly person at home. A review of the papers indicated that family carers fear
social isolation and wish to network in groups with peers, either for social or for learning needs
purposes. Family carers also desired respite care. The authors report, however, it is unclear
whether they actually benefited from these activities.
Smerglia et al. (2007) examined a large number of studies on social support and adjustment to
caring and found that in 60% of the studies no significant association was found between these
variables. Sabir et al. (2009) and Fiore et al. (1983) raise the issue that caregivers may perceive
some social support as stressful and this may depend on the caregivers expectations concerning
social support and how ‘upset’ they might feel about their support networks. Fiore et al. (1983)
found that the extent of upset with the social network (e.g. resulting from unmet expectations of
support or from negative input from others) was the best predictor of depression in a chronically
stressed population.
In their meta-analysis, Pinquart and Sorenson (2006) reported that contrary to common
perceptions, gender differences in care giving are small to very small and that only gender
differences in burden, depression and the number of care giving tasks were of practical
significance. They note that gender differences in caregiver depression and physical health were
larger than those observed for the general population but they were largely explained by gender
differences in caregiver stressors. They suggest there are more similarities than differences
between male and female caregivers and that the differences in caregiver stressors (e.g. number
of care giving hours) are probably more due to the needs of the care recipient and availability of
additional support rather than gender differences in socialisation.
2.1.3

Interventions for Social Isolation

It has been noted that although research has extensively documented the causes of social
isolation and the negative outcomes associated with it, few evidence based interventions have
successfully reduced social isolation among community dwelling older adults (Sabir et al., 2009;
Findlay et al., 2003). Two systematic reviews of the literature agree that there have been relatively
few empirically sound evaluations of social isolation interventions (Cattan et al., 2005; Findlay et
al., 2003).
Hogan et al. (2002) following the review of 100 studies that evaluated social support interventions
concluded that, on the whole, there was some evidence for the overall usefulness of social support
interventions. However, because of the variability in the range of treatment protocols implemented
across a diverse array of problem areas, he concluded there is still not enough evidence to
conclude which interventions work best for what problems. Hogan et al. (2002) also noted
methodological flaws in the research design for many studies and particularly noted that most of
the studies examining the efficacy of social support interventions failed to include a standardised
measure of social support to assess outcomes.
Hogan et al. (2002) reviewed 100 studies were subdivided into 1) group vs. individual
interventions, 2) professionally led vs. peer provided treatment and 3) interventions where an
increase of social network size or perceived support was the primary target vs. those where
building social skills (to facilitate support creation) was the focus. Of the 100 studies reviewed, 39
reported that supportive interventions were superior to no treatment or standard controls. Twelve
studies reported that the interventions were superior to alternate (also successful) treatments, 22
studies suggested partial benefits of support interventions. However, 17 studies reported no
benefit of social support interventions and in 2 studies the treated participants actually got worse.
In 8 studies there were no controls that allowed for comparison and these studies were excluded.
Overall 83% or 73/92 of the studies reported some benefits of social support interventions relative
to either no treatment or active controls. However, many of these interventions were concerned
with the provision of support interventions to adapt to various disease conditions or to maintain
sobriety or to lose weight etc. – very few study were focussed on interventions to reduce social
isolation.
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Hogan et al. (2002) cited only 5 studies where the intervention is aimed to reduce social isolation
or increase perceived social support. Andersson (1985) provided group meetings for elderly
women that were intended to provide a basis for social comparisons and the opportunity to find a
confidant. The intervention group showed increased social contacts, improved psychological
symptoms and decreased blood pressure at follow up compared to controls. Benum et al. (1987)
examined a group intervention focussed on increasing perceived social support and establishing
social networks. Participants in the group intervention improved their existing social networks and
improvements in their self esteem were identified. The changes found were more pronounced
among the more active group participants. Bogat and Jason (1983) compared an individual
network building visiting program with a (individual) relationship oriented visiting program and with
a control group. The Network building visiting program showed greater benefits on psychological
indices whereas the relationship-building group showed more change on desired networks and the
number of telephone calls and visits. Heller et al. (1991) compared 5 weeks of regular staff
telephone contact to an ‘assessment only group’ for low income, community-living elderly women
with low perceived social support. All contact groups showed some improvement in mental health
scores but there was no difference in social support from baseline. Scharlach (1988) randomly
assigned newly admitted nursing home residents to be paired with peer counsellors or the
standard care control condition. Residents that received peer counselling improved moderately on
measures of social functioning compared to controls.
Cattan et al. (2005) undertook a systematic review of health promotion interventions to prevent
social isolation and loneliness among older people. They noted the effectiveness of many
interventions has been questioned because of lack of evidence as to the outcomes of such
interventions are rarely assessed. They identified 31 relevant studies, and these were mainly
conducted in the USA and Canada.
Nine of the 10 effective interventions assessed were group activities with an educational or
support input. Six of the eight ineffective interventions provided one-to-one social support, advice
and information, or health-needs assessment. The review suggests that educational and social
activity group interventions that target specific groups can alleviate social isolation and loneliness
among older people. However, the effectiveness of home visiting and befriending schemes
remained unclear and it is evident that a number of the interventions (12) had no effect. Roehrle
and Strouse (2008), in another meta-analysis, examined the degree to which social support
influences the outcomes of therapeutic interventions and they only reported a small positive effect.
Clearly more studies on the effectiveness of interventions to increase social functioning and / or to
decrease social isolation or loneliness are required.
Case (2008) notes that a relationship between social support and psychological outcome has been
established for a range of mental health conditions. However, few studies have examined social
support as a moderator or outcome variable for the evaluation of psychotherapy. Case (2008)
notes that studies by Whipple et al. (2003 in Case, 2008) and Harmon et al. (2007 in Case, 2008)
identified psychotherapy clients who were not progressing as expected and provided feedback to
the psychotherapists concerning the client’s ratings on the Helping Alliance Questionnaire (HAQ-II;
Luborsky et al., 1996 in Case, 2008), the Multidimensional Scale of Perceived Social Support
(MSPSS; Zimet, Dahlem, & Zimet, 1988) and the Stages of Change Scale (SCS; McConnaughy,
Prochaska, & Velicer, 1983 in Case, 2008). Reports indicated that providing therapists with
feedback on these assessment tools and a brief treatment manual on the interpretations and
interventions that might be used with such clients did have an incremental effect in improving
therapeutic outcome for clients who had been predicted to be treatment failures. This is an
interesting application where a measure of social support can be used to monitor client outcomes
during treatment.
Kremers et al. (2006) reported that loneliness scores over time significantly changed for both the
treatment and control cohorts in a self-management intervention for older women. In friendship
enrichment programs (Stevens, 2001; Stevens and van Tilburg, 2000) report there was a
significant decline in loneliness scores but Martina and Stevens (2006) found this decline was not
significantly different to controls. While these studies may reflect that the De Jong Gierveld
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Loneliness Scale was sensitive to changes in social isolation amongst the participants they are
equivocal with regard to the effectiveness of these interventions.
DiMatteo (2004) undertook a meta-analysis of studies that examined social support in relation to
patient adherence to medical treatment. This meta-analysis involved a broad base of subjects,
various disease conditions and different patient ages, treatment regimens, and measurement
strategies. DiMatteo (2004) reported there was a surprising consistency in the social support–
adherence effects and the study provides solid evidence that social support has substantial effects
on patient adherence just as it does on physiological regulation and morbidity / mortality outcomes.
DiMatteo (2004) suggests that the pathway from social support to health outcomes likely travels
through patient adherence. However, while it is likely that social support influences adherence it is
also possible that adherence influences social support where individuals adhering may receive
more support from others for their efforts. DiMatteo notes there are a number of studies indicating
that functional social support (practical, emotional, family cohesiveness) has stronger effects on
adherence than structural support (e.g. size of network, marital status, living arrangements)
suggesting that it is the quality rather than the quantity of support relationships that is important.
Further investigation of this association is warranted particularly to delineate the particular type of
support (functional/structural; social/emotional) and its sources (family, friends, others) that
facilitate adherence to health treatment regimes.
Sabir et al. (2009) report on a consensus conference concerning social intervention research for
community dwelling older adults. To foster evaluations of social intervention research the
conference identified the following research priorities a) research concerning the need to increase
service utilisation by older adults who do not currently accept services that are freely available b)
research to develop a social isolation measure with specific emphasis on identifying isolated older
adults during a crisis c) evaluation and comparison of one to one direct contact or indirect contact
interventions d) undertake efficacy studies of multi-component interventions and e) undertake
research that reflects respect for continuing self-determination in older adulthood. Certainly, given
the dearth of research in this area and the equivocal findings to date there is a clear need for more
routine assessment of the effectiveness of interventions for social isolation. As Hogan et al. (2002)
also make clear more attention needs to be paid concerning the inclusion of superior research
designs (e.g. randomized control trials) and an appropriate standardised measure of perceived
social support / social isolation / loneliness needs to be included to assess clients both before and
at the completion of interventions designed to address increasing social support or reducing social
isolation and / or loneliness.
2.1.4

Assessment in Routine Practice

In routine care, either in Australia or internationally, social functioning is rarely assessed even for
those groups deemed to be at risk such as the elderly, people with disabilities and their carers. For
example there is a diversity of approaches to assessment used by Aged Care Assessment Teams
throughout Australia but a systematic approach to the evaluation of social functioning/isolation is
rarely included. However, ACAT assessments usually do include some questions concerning the
availability of instrumental support from family members. As lack of social support is an important
risk factor for disability, psychiatric illness / depression, cognitive impairment, institutionalisation
and mortality (Kristjansson et al., 2001) it would seem important that more a systematic approach
to the assessment of social support/ social isolation be incorporated into such assessments.
The Australian Federal Government has recently provided some incentives for the assessment of
social support / social isolation through the enhanced primary care Medicare items with the aim of
improving the health assessment and health care of elderly Australians. Hopefully initiatives such
as this will help to encourage health practitioners to include this domain in their assessments. An
abbreviated version of the Duke Social Support Instrument is included in the 75+ health
assessment (Newbury and Byles, 2002).
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Sansoni et al. (2008) also noted that the social function / isolation of people experiencing dementia
was rarely assessed in Australia. There were a few research studies but there was little evidence
that social function/isolation was routinely assessed for either community dwelling elderly persons
or those dwelling in residential care facilities.
As discussed there is an extensive list of correlates or consequences of social isolation and thus it
would seem that the assessment of social function or perceived social isolation amongst the
elderly or people with disabilities should be undertaken. It is better that such assessments are
undertaken using a standardised instrument whose psychometric properties have been assessed
rather than by non-standardised questions asked by clinical staff. The use of standardised
assessment instruments allows individual and groups to be compared whereas the former
approach does not. Where social isolation is identified and where interventions aimed at
increasing social participation and alleviating social isolation are implemented it is important that
these interventions are systematically evaluated. Such evaluations will require the use of valid and
reliable measures. The following review will examine instruments and items which may be useful
for providing such assessments.
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3

Method and Review Criteria

3.1

Literature Search Strategies

The authors previously participated in a review of measures of social function for the Dementia
Outcomes Measurement Suite Project (DOMS; Sansoni et al., 2008). Although the focus of this
work was to identify measures of social functioning relevant to dementia, much of this previous
work is highly relevant to the assessment of measures of social isolation for the elderly and for
younger people with disabilities. As a result this report incorporates and builds on the previous
searches undertaken for the DOMS project.
The DOMS project aimed to identify published stand-alone instruments assessing social function
or perceived social isolation suitable for use with those suffering mild cognitive impairment or
dementia in clinical, epidemiological and research situations in Australia. A search of MEDLINE,
CINAHL and PsycINFO was undertaken using the terms friendship, loneliness, relationships,
social network, friendship activity, social connectedness, social isolation, social support, social
participation and community involvement, crossed with the keywords dementia, Alzheimer’s
disease and mild cognitive impairment. The results were, in turn, crossed with instrument,
questionnaire, measure, measurement and scale. Four hundred and eighty articles were identified
in MEDLINE, 90 in CINAHL, and 2013 in PsycINFO. All titles and abstracts were searched to
identify instruments, where the inclusion criteria were evidence of instrument development or
reports of instrument psychometric properties. Where papers reported using a measure and its
psychometric properties, the bibliography was scanned to identify the original source paper.
In this report, the COSI model was adopted for the literature search strategies (refer Appendix 1).
Firstly, the names of the instruments that had been reviewed in the DOMS report were searched in
the PsycINFO, MEDLINE and CINAHL databases. Results were limited to those published from
2001 onwards. The citation numbers from the search terms are displayed in Table 3. The total
number of papers found was 48 for both MEDLINE and PsycINFO, and 36 for CINAHL.

Table 3

Searches of Identified Instruments in the DOMS Report

Searches
Sarason Social Support
Questionnaire
MOS Social Support Survey
Medical Outcomes Study
Social Support Survey
(De Jong and Loneliness
Scale)
De Jong Gierveld
Loneliness Scale
Friendship Scale
Functional Social Support
Questionnaire

MEDLINE

PsycINFO

CINAHL

2

4

2

16
22

13
19

7
22

4

12

0

2

6

0

4
12

22
12

2
4

A separate search was later conducted for the Lubben Social Network Scale (Lubben et al. 1988)
and the Multidimensional Scale of Perceived Social Support (MSPSS) (Zimet, Dahlem, & Zimet,
1988) on the PsycINFO and MEDLINE databases. Twenty-nine and 127 individual, English
language papers were identified for each scale respectively, for the publication years 2001 – 2009.
The titles of the identified instruments (including Lubben and MSPSS) were then searched on
Google and the first 30 results were examined to see if there were any useful websites or other
grey literature available on the internet. The details of 38 websites, reports and other material were
saved in an endnote database.
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In addition to the identified instruments searches, keyword searches were conducted in PsycINFO.
The keywords and results are presented in Table 4. Prior to searching, a term analysis was done
so that each of these keywords could be searched as a MeSH term. Results were limited to
humans, English, abstracts and articles published from 2001 onwards. Each result was then
separately limited to reviews (high specificity) and tests and measures, leaving two sets of results
for each keyword as shown in Table 4. This literature searching method places a premium on high
quality papers and publications dealing with measurement and the assessment process.

Table 4

PsycINFO keyword searches

Keyword
Loneliness
Social Isolation
Social Support
Social Networks
Social Capital

Reviews
12
20
95
71
18

Tests and measures
32
16
206
108
13

All of these results were then combined with those from the identified instrument searches. The
results were culled based on a review of titles then abstracts. Articles were included if they had
dealt with adults aged 18+ and were in English (although seminal studies from other European
countries were also considered). The focus was also on ageing/older people, disability, and caring
rather than on specific diseases. Articles with a general mental health/neurology focus were also
considered. Ninety-five journal articles, books and book chapters were deemed relevant and
useful and were located for this study.
A search of the ABS website was also conducted to retrieve copies of the following surveys: 2006
Census; National Health Survey 2004-5; General Social Survey 2006; Disability, Ageing and
Carers 2003; Household, Income and Labour Dynamics in Australia 2009; and the Survey of
Mental Health and Well-being 2007. A search of the Proqolid (MAPI Research Trust) database
was also conducted, looking for any instrument with the word social or loneliness in its title, to
check none had been missed.
The major texts in the field were also examined which included psychometric texts containing
instrument reviews (e.g. McDowell, 2006; Bowling, 2001; 2005) as well as those containing
instrument reviews applicable for the assessment of the elderly (e.g. Burns, 2004; Kane and Kane,
2004; Lezak, 2004; McKeith, 1999). This process identified a list of instrument names and then
searches were undertaken on all measures identified.
From the activities above a list of 155 instruments was derived. Initially instruments were
examined to see if they were appropriate to the target groups (e.g. young adults with disabilities,
the elderly and their carers) and instruments were excluded if they were not considered
appropriate to these target groups. For example instruments designed for young children were
excluded as the target groups contain adults only.
The instruments have been identified as either generic (applicable to all adults) or disease specific
(only applicable for patients with a specific disease or condition) Given the target groups include
the elderly, young adults with disabilities and their carers, a generic instrument that can be used
with all groups is clearly to be preferred. Thus disease specific measures of social isolation (e.g.
Diabetes Social Support Scale for Friends; Bearman and La Greca, 2002) have been excluded
from this review.
Given the focus of this project is to identify an instrument or items that will be useful for the
assessment of social functioning/social isolation in routine care, lengthy instruments (40 or more
items) or those that require more than 20 minutes to administer (e.g. interview schedules) were
also rejected from further consideration.
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Table 5 depicts the remaining instruments identified (N=69) and also incorporates an impact
assessment for these instruments. This considers MEDLINE, text and web impacts; presence in
instrument databases (e.g. PROQOLID); whether the instrument is available in English, has an
appropriate focus (see above), and is appropriate to the Australian context and the use of the
instruments in clinical and community practice. A discussion of the identified instruments follows
below.
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Table 5

Top 69 instruments selected from Master List
Common
Abbreviation (s)

Domain

Focus

SSL-I

Soc Supp

length/complex admin

5

EIS

intimacy

intimacy only - not SI

1

A social network questionnaire

Soc Net

not a scale

1

Activity and Membership Items

Soc activities

items, not a scale

Y

0

Soc Support

length/ complex admin

Y

21

Prognosis?

focus not SI

0

Soc-Net

length/complex admin

1

Social

social support

9

Loneliness

social and emotional loneliness

7

DUSOCS

Soc
Supp/Stress

blend with stress-focus issue

Y

Duke Social Support Index

DSSI

Soc Supp

social support

Y

Duke-UNC Functional Social Support
Questionnaire

FSSQ

Soc Supp

functional social support

Y

Existential Loneliness Questionnaire

ELQ

Existential

focus not SI

Name of Test

34 Item Social Support List
5 - item Emotional Initimacy Scale

Arizona Social Support Interview
Schedule

ASSIS

Berle Index
Bizon's Social Support Inventory /
Bizon's method
Brown's Support Behaviours Inventory

BSBI

De Jong Gierveld Loneliness Scale (6
and 11 items)
Duke Social Support and Stress Scale

Texts

PROQOLID

Proprietary

Y

2
15
9
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Family Relationship Index

FRI

Friendship Scale

Y

Y

Family

focus not SI

19

Social Isol

perceived social isolation

2
12

Interpersonal Relationship Inventory

IPRI

Soc Supp
&conflict

blend: mix of conflict & support

Interpersonal Support Evaluation List

ISEL

Social Supp

complex admin

Y

101

Interview Schedule for Social
Interaction

ISSI

Social

complex admin

Y

41

Inventory of Socially Supportive
Behaviours

ISSB

Social supp

complex admin

Y

38

IADL and
Social

blended with function, well-being

Y

Katz Adjustment Scales

Y

10

Y

1

Kessler's Perceived Social Support
measure

KPSS

Soc Supp

twins studies - n.a.

Liebowitz Social Anxiety Scale

LSAS

Soc Phobia

social phobia not SI

Linn's Social Dysfunction Rating Scale

SDRS

Social Malad.

maladjustment not SI

Y

Lubben Social Network Scale

LSNS

Social Net

network, friends & family

Y

7

Lubben Social Network Scale - 6

LSNS-6

Social Net

network, friends & family

Y

11

MOS Social Support Survey

MOS-SS

Social Supp

social support

Y

Multi-dimensional Scale of Perceived
Social Support

MSPSS

Soc Supp

perceived social support

Y

134

Soc Net

survey items- not a scale

Y

4

Network Typology: The Network
Assessment Instrument
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Norbeck Social Support Questionnaire
Orientation of Social Support
Perceived Community Support
Questionnaire

NSSQ

Soc Supp

functional and structural social
support

OSS

Soc Supp

substance abuse related

1

PCSQ

Comm. Supp

community only not SI

1

Social Supp

length/complex admin

Social

not quite SS or SI focus

Perceived Social Support from Family
and Friends
Personal Resource Questionnaire
Psychosocial Adjustment to Illness
Scale

PAIS/PAIS-SR

Y

54

Y

14
53

adjustment to illness

Y

Social

cross ref to MOS SS

Y

Rating of Social Disability

Disability
Diag.

disability coding not SI

0

resource-generator UK

Soc Net

broad resources vs. SI

1

Community

only community aspects of SI

Y

2

RAND Social Health Battery

Roen's Community Adaptation
Schedule

Y

91
3

Role Count Index

RCI

Social roles

number of roles

Y

0

Sarason's Social Support
Questionnaire

SSQ

Social

availability & satisfaction soc.
support

Y

45

Social

too work & role focused wrt
targets

Y

no

Soc Supp

romantic scale may be problem
for targets

9

Soc Cap

Social capital not SI

2

Social Adjustment Scale
Social and Emotional Loneliness
Scale for Adults
Social Capital Questionnaire
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Social Capital Scale

SCS

4

Soc Cap

Social capital not SI

Social Disability Questionnaire

Social

blend-inc. function items

Social Functioning Scale

Schiz.

too work oriented for
targets/mental

Social Functioning Schedule

Social

too work oriented for targets

Social

interview/complex admin

Soc
Management

social maladjustment -not SS/SI

Social Net

refer MOS SS

Social Net

size of network only

Y

5

Home/Family
Supp

home & family related-not SI

Y

2

Social Inclusion Interview Schedule

SIIS

Social Maladjustment Schedule
Social Network Item
Social Network Scale

SNS

Social Relationship Scale

Y

2
no

Y

2
no

Y

no
na

Social Support Appraisals Scale

SS-A

Social

social support

Y

16

Social Support Behaviours Scale

SS-B

Social

values in items an issue

Y

12

Social Support Network Inventory

SSNI

Soc Net

network only

7

Social Support Network Questionnaire

SSNQ

Soc Net

length/complex admin

4

Structural Functional Social Support
Scale

SFSS

Cancer
support

cancer

no

SIS

Needs/Gen.S
upport

focus not SI

Supports Intensity Scale
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The 1968 Personality and Social
Network Adjustment Scale

Social

interview/complex admin

3-IT

Loneliness

loneliness

Y

0

University of California at Los Angeles
(UCLA) Loneliness Scale (Revised)

ULS-8

Loneliness

loneliness

Y

129

Community Integration Questionnaire

CIQ

Com Rehab

only community aspects of SI

Y

66

Community Outcome Scale

COS

Com Rehab

only community aspects of SI

2

Community Integration Measure

CIM

Com Rehab

only community aspects of SI

6

CHART

Com Rehab

disability planning tool not SI

1

Impact on participation and autonomy

IPA

Com Rehab

not really SI

9

Mayo-Portland Adaptability Inventory
4

M2PI

Com Rehab

blended with function

no

OARS-SS

Soc
Supp/Resourc
es

social resources

3

RNL

Com Rehab

community rehab not SI

no

Three-Item Loneliness Scale

Craig Handicap Assessment
Reporting Technique

OARS - Social Support
Reintegration to Normal Living Index

*Text in italics represents items that are not specific to social isolation
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3.2

Identified Instruments

The DOMS project (Sansoni et al., 2008) initially identified fifteen instruments or scales relevant to
the measurement of social functioning. These were the:
















Assessment of Quality of Life (AQoL) utility measure (Hawthorne et al.,1999) social
relationships subscale
DUKE Functional Social Support Questionnaire (Broadhead et al. 1988)
Friendship Scale (Hawthorne, 2006)
Indicator of Support for Community-Residing Older Canadians (Kristjansson et al., 2001)
Inadequacy of social contacts/loneliness scale (Wenger, 1983)
Loneliness Scale (De Jong Gierveld and Kamphuis, 1985; De Jong Gierveld and Tilburg,
2006)
Medical Outcomes Study Social Support Survey (Sherbourne and Stewart, 1991)
Norbeck Social Support Questionnaire (Norbeck, 1984; Norbeck et al. 1981; Norbeck et al.
1983)
Nottingham Health Profile (Hunt, et al. 1981) social isolation subscale
Older Americans Resources and Services Multi-dimensional Functional Assessment
Questionnaire (OARS–MFAQ) (Fillenbaum and Smyer, 1981) social resources scale
Perceived Social Support from Friends and Family (Procidano and Heller, 1983)
Single items to assess social loneliness (Holmen, et al., 2000)
Social Support Questionnaire (Sarason et al. 1987; Sarason et al. 1983)
UCLA Loneliness Scale (Russell, et al. 1980, 1978; Russell, 1996) and its short derivative
the Three-item Loneliness Scale (Hughes et al., 2004)
WHOQOL-Bréf (WHOQoL Group, 1998)

The literature searches for this report also identified the instruments above located for the DOMS
project but also identified a number of other promising instruments. Searches initially identified 155
instrument titles and after viewing the literature pertaining to these instruments a large number
were deleted from further consideration, resulting in a shorter list of 69 instruments (refer Table 5,
Section 3.1 above). This was because they were not relevant to the target groups of young adults
with disabilities, the elderly and their carers or were specific to a particular disease or condition. A
number of instruments were also rejected because they involved extensive interview processes or
had 40 or more items. These would be impractical for the assessment of social
functioning/isolation in routine care and would be more appropriate to particular research studies
or for a more in depth assessment of perceived social support/ social isolation.
Following consideration of the material identified in the literature searches and a review article by
Levin (2004) in Kane and Kane (2004) the following instruments were also selected for further
consideration as is outlined below. These instruments were:












Activities and Membership Questions (Graney and Graney, 1974)
Abbreviated Duke Social Support Index (Koenig et al., 1993)
Duke Social Support and Stress Scale (Parkerson, 1989)
Inventory of Socially Supportive Behaviours (Barrera et al., 1981)
Interview Schedule for Social Interaction (ISSI; Henderson et al., 1980, 1981)
Lubben Social Network Scale (Lubben, 1988; Lubben & Gironda 2003, 2004)
Multidimensional Scale of Perceived Social Support (Zimet et al., 1988)
Psychosocial Adjustment to Illness Scale (PAIS; Morrow et al., 1978)
Role Count Index (RCI; Cumming and Henry, 1961)
Social and Emotional Loneliness Scale for Adults (DiTommaso et al., 2004)
Social Dysfunction Rating Scale (SDRS; Linn, 1988)
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3.3

Discussion Concerning the Identified Instruments

The 26 instruments above were examined further to delete any instruments that may be deemed
less suitable for the assessment of social functioning/ social isolation.
It was noted that four of these were scales that were within other instruments. These had been
excluded in the DOMS project because they were not stand-alone measures. These were the
Assessment of Quality of Life (AQoL) (Hawthorne et al., 1999) social relationships subscale, the
social isolation subscale of the Nottingham Health Profile (Hunt et al., 1981), the social resources
subscale from the Older Americans Resources and Services Multi-dimensional Functional
Assessment Questionnaire (OARS–MFAQ) (Fillenbaum and Smyer, 1981), and the social
relationships scale from the WHOQOL-Bréf (WHOQoL Group, 1998). In this report these four
social functioning subscales were examined and considered but were also not included as the
subscales either had poor reliability (McDowell, 2006) or limited coverage of the dimension of
social support/isolation. This is hardly surprising as these instruments are designed to be either
comprehensive assessments or measures of overall health status and were not designed
particularly for the assessment of social support/ isolation.
A number of the identified measures in DOMS could also be considered as a collection of items
from community or population surveys that address social functioning/support/isolation rather than
being fully developed scales. These include the items from Holmen et al. (2000); the 6 item
Indicator of Support for Community Residing Older Canadians (Kristjansson et al., 2001); and
Wenger’s (1983) 8 items concerning the inadequacy of social contacts. These items are reviewed
in Section 6 concerning the analysis of items from surveys
As with the DOMS project a number of these instruments were rejected given the consideration of
instrument length. Procidano and Heller’s (1983) Perceived Social Support from Friends and
Family measure comprises two sub-scales, measuring social support from friends and from family.
It was rejected because of its length (40 items) and because there were a number of shorter
scales that also addressed the measurement of perceived social support from both friends and
family.
Other instruments reviewed by Levin (2004) and also identified from the literature searches include
the Inventory for Socially Supportive Behaviours (ISSB; Barrera et al., 1981), the Interview
Schedule for Social Interaction (ISSI; Henderson et al., 1980; 1981) the Role Count Index (RCI;
Cumming and Henry, 1961) combined with the Lifespace Measure; the Social and Emotional
Loneliness Scale for Adults (DiTommasso et al., 2004); the Social Dysfunction Rating Scale
(SDRS; Linn, 1988), the Activities and Membership Questions (Graney and Graney, 1974) and the
Psychosocial Adjustment to Illness Scale (PAIS; Morrow et al., 1978). These instruments were
excluded from consideration for the reasons outlined below.
The ISSB (Barrera et al., 1981) is a 40 item self report social support scale which includes social
factors, instrumental support, informational support and companionship. It would only be relevant
to people residing in the community as a number of questions are not relevant to those in
residential care. With 40 items it is rather long and a number of items are concerned with people
giving or loaning the responder more or less than $25 over the past month. The content of such
questions appear to be problematical as it is unclear what these items are measuring and
responses might be influenced by such factors as whether the responder needed money and/or
whether other people in their social network had money to give them.
The Interview Schedule for Social Interaction (ISSI; Henderson et al., 1980; 1981) measures both
the availability and supportive quality of social relationships. The ISSI is a highly regarded
interview schedule with 52 items which takes approximately 45 minutes to complete. The interview
was designed as a research instrument to measure social factors associated with the development
of neurotic illness and it can also be used to assess the outcomes of treatment for psychiatric
patients (McDowell, 2006). However, as McDowell (2006) pointed out, while the instrument may
show promise as a research tool or for an in depth assessment of the social functioning of
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psychiatric patients, other shorter instruments may be preferred if assessing social functioning as
part of comprehensive assessment or as part of assessment processes within routine care.
The Social and Emotional Loneliness Scale for Adults (DiTommasso et al., 1993; 1997; 2004) is a
37-item multidimensional measure developed to be consistent with Weiss’s (1973) distinction
between emotional loneliness and social loneliness. This scale also identifies two sub-domains
within emotional loneliness – family emotional loneliness and romantic emotional loneliness. A
shorter 15-item version of the instrument (SELSA-S) has also been developed to encourage the
multidimensional assessment of loneliness in research and clinical settings. The 37-item SELSA is
rejected from further consideration on the grounds of its length precluding it for routine use. The
SELSA-S is not rejected on these grounds but because there may be problems associated with
questions concerning romantic loneliness when assessing loneliness amongst the elderly. Many
elderly people may have lost their partner as a consequence of ageing, and opportunities for
finding new partners may be reduced in this age group. Thus answers or missing data on this
domain may reflect such issues. This may not be the most appropriate dimension of loneliness to
assess given the target groups of this particular study. Much of the research undertaken with this
instrument has involved the study of younger people such as university students where the
additional sub-domain of romantic loneliness may be more useful to assess. There has been little
research conducted using this scale with the elderly, people with disabilities or their carers.
The SDRS (Linn, 1988) is an interview tool with 21 areas of life/ characteristics rated across 3
dimensions of Self System (4 items, e.g. low self concept), Interpersonal System (7 items, e.g.
suspiciousness, anxiety) and Performance System (10 items, e.g. lack of friends, lack of
satisfaction from work). From an examination of the content, only 7 items appear to be addressing
aspects of social support/isolation. Many of the items appear to be assessing aspects of mental
health. The inter-rater reliability is moderate for this instrument.
The RCI (Cumming and Henry, 1961) has a narrow focus on the number of roles a person has
which is calculated following the completion of the interviewer administered Lifespace Measure.
The RCI relies on a crude count of the roles that the rater identifies and thus is a quantitative
rather than a qualitative measure. One cannot assume the number of roles a person has
represents social functioning (Levin, 2004). The validity and reliability of this measure and index
has not been formally tested (Levin, 2004).
Graney and Graney (1974) developed a set of Activity and Membership Questions for a
longitudinal study and the items are concerned with how often a person undertakes activities such
as conversing with friends, reading, listening to the radio, and visiting neighbours and so on. There
is no evidence cited by Levin (2004) concerning its psychometric properties and some of the items
appear to be too specific to this particular study to offer much promise. It appears to be a collection
of items rather than an appropriately constructed scale.
The Psychological Adjustment to Illness Scale (Morrow et al., 1978) is a semi-structured clinical
interview to assess the social and psychological adjustment of patients and their families to the
patients’ illnesses. There is a self report version also available (Derogatis, 1986). The focus of this
scale is the adjustment to an episode of illness and although a number of subscales address areas
of social functioning (e.g. extended family relationships, social environment) this instrument is not
really designed to measure social support/isolation per se.
The remaining scales are (in alphabetical order): the DUKE Functional Social Support
Questionnaire (Broadhead et al.,1988), the abbreviated Duke Social Support Index (Koenig et al.,
1993); the Duke Social Support and Stress Scale (Parkerson, 1989); the Friendship Scale
(Hawthorne, 2006); the Loneliness Scale (De Jong Gierveld and Kamphuis, 1985; De Jong
Gierveld and Tilburg, 2006), the Lubben Social Network Scale Revised (Lubben, 1988; Lubben &
Gironda, 2003; 2004), the Medical Outcomes Study Social Support Survey (Sherbourne and
Stewart, 1991), the Multidimensional Scale of Perceived Social Support (Zimet et al., 1988), the
Norbeck Social Support Questionnaire (Norbeck, 1984; Norbeck et al.,1981; Norbeck et al., 1983),
the Social Support Questionnaire (Sarason et al., 1987; Sarason et al., 1983), the UCLA
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Loneliness Scale (Russell et al., 1980,1978; Russell, 1996) and its short derivative the Three-item
Loneliness Scale (Hughes et al., 2004). The impact analysis for these remaining 11 scales and
their derivatives is depicted below in Table 6 and a brief description of each instrument can also be
found in Section 4.
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Table 6

Shortlist of instruments

Name of Test
De Jong Gierveld Loneliness Scale
(6 and 11 items)
Duke Social Support and Stress
Scale (24 items)
Abbreviated Duke Social Support
Index (11 items)
Duke-UNC Functional Social
Support Questionnaire (8 items)

Common
Abbreviation(s)

PRO
QOLID

Social support and stress

Y

Y

Social support/chronic illness

Y

Satisfaction - functional and affective support

Y

Proprietary

Social and emotional loneliness
DUSOCS
DSSI

7
DUFFS

2

Friendship Scale (6 items)
Lubben Social Network Scale ( 6
&12 items)
MOS Social Support Survey (20
items)
Multi-dimensional Scale of
Perceived Social Support
Norbeck Social Support
Questionnaire (variable)
Sarason's Social Support
Questionnaire (27,6 items)
University of California at Los
Angeles (UCLA) Loneliness Scale
(Revised)

Texts

Focus

Perceived social isolation
LSNS 6,12

15

Social network/perceived social support

Y

Social support

Y

9
MOS-SS

Y
2

MSPSS

Social support: family, friends, significant others

Y

NSSQ

Aspects of functional & structural social support

Y

Availability and satisfaction social support

Y

Unidimensional – loneliness

Y

SSQ, SSQ6
ULS-20,11, 8,3

18
35
134
54
45
125
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4

Description of the Shortlisted Instruments

4.1

De Jong Gierveld Loneliness Scale

The model used to develop the various renditions of the De Jong Gierveld Loneliness Scales is
based on the cognitive theoretical approach to loneliness. Loneliness is seen as a subjective
experience and is defined as a situation experienced by the participant as one where there is an
unpleasant or inadmissible lack of (quality of) certain relationships (De Jong Gierveld and van
Tilburg, 1999a). There is an emphasis on the discrepancy between what one wants and what one
has in terms of interpersonal affection and intimacy and the greater the discrepancy, the greater
the loneliness that will be experienced.
The authors note that social isolation and loneliness share related factors but are distinct
concepts. Social isolation they define as an objective measure of contacts with other people (as
might be measured by a network instrument) while loneliness is considered to be the subjective
expression of dissatisfaction with the level of social contact (Havens et al, 2004; De Jong Gierveld,
1987; De Jong Gierveld, Kamphuis & Dykstra, 1987; Perlman and Peplau, 1981; Rook, Thuras
and Lewis, 1990). It is therefore possible to experience actual or objective social isolation but not
necessarily feel lonely. However, loneliness could also be described as negatively perceived social
isolation. The scales are thus made up of items that measure loneliness and perceived (vs. actual)
social isolation. However, it should be noted that often the differences can be very subtle between
items that claim to measure actual versus perceived social isolation.
As Hawthorne et al. (in Sansoni et al., 2008) indicate the timeframe for responders is “…the way
you feel now” which suggests that the scale was conceived as a ‘state’ (versus a ‘trait’) loneliness
scale.
Originally a 34 item loneliness scale was developed as a comprehensive and multidimensional
scale of loneliness. Following refinement and further testing an 11 item shorter scale was derived
from a 30 item version of this instrument. The 11 item scale was developed using Rasch analysis
to form a unidimensional global index of loneliness. The authors claim the 11 item scale met the
criterion of the dichotomous Rasch model (De Jong Gierveld and Kamphuis, 1985) but this was
not supported by a further analysis undertaken by Van Baarsen et al. (2001).
The authors found that homogeneity of the 11 item scale varied across studies with Loevingers’ H
ranging between 0.3 – 0.5 which is sufficient, but not a very strong, indication of homogeneity
(refer manual). When the authors endeavoured to develop a more homogenous scale it was found
that the structure actually reflects 2 factors. One factor contained all the negatively worded items
and one factor contained all the positively worded items. This finding was originally explained by
De Jong Gierveld and Kamphuis (1985) as a methodological artefact (e.g. reflecting response set
due to the subscales having either positively or negatively worded items).
The authors now define these factors/subscales as social loneliness (positive items) and emotional
loneliness (negative items). The scale is now considered by the authors to be a multidimensional
measure comprising these 2 dimensions of loneliness and van Baarsen et al. (2001) provide some
support for this interpretation. They found that relevant background, personality and network
factors were differentially related to the emotional and social loneliness (or positive and negative)
subscales.
There are two current versions of the Dutch De Jong Gierveld Loneliness Scale: the original 11
item version (De Jong Gierveld and Kamphuis, 1985) and a more recently released 6 item version
(De Jong Gierveld and Tilburg, 2006). The 11 item scale was developed in response to the need
for a short, valid measure of loneliness, whereas the 6 item version was developed in view of the
need for a short scale suitable for use in large surveys. It possesses the same structure as the full
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11 item version (De Jong Gierveld and Tilburg, 2006). Both scales include emotional loneliness
and social loneliness subscales.
The structure of the Loneliness Scale is that the scale measures general loneliness (De Jong
Gierveld and Kamphuis, 1985; De Jong Gierveld and Tilburg, 2006). However, there are two subscales measuring emotional loneliness (all negative items; 6 items) and social loneliness (all
positive items, 5 items). For the 6 item version, there are 3 items on each of the sub-scales (De
Jong Gierveld and Tilburg, 2006).
Scoring the De Jong Gierveld Loneliness Scale is recommended through reversing positive items
and dichotomizing the item responses (yes!/ yes/ more or less/ no/ no!). The answers ‘no!’, ‘no’,
‘more or less’ to positive items and the answers ‘yes!’, ‘yes’, and ‘more or less’ to negative items
are considered expressions of loneliness. These loneliness responses are summed and the scale
ranges from 0 (not lonely) to 11 (extremely lonely). A modification to these response categories
has been suggested for telephone administration (yes/more or less/no) or when used with older
adults (Dykstra et al., 2005). Individual scores for the subscales can also be derived. The authors
recommend that depending on the research question being studied researchers could select either
the positive (social loneliness) and negative (emotional loneliness) subscales separately or the use
of the 11 item overall measure could be considered (De Jong Gierveld and Van Tillburg, 1999).
It is noted that the response categories above, derived from a translation from Dutch, may require
further linguistic validation before the instrument can be deemed appropriate for use with
Australian samples. Lauder et al. (2004) modified the response categories (strongly agree/agree/
disagree/strongly disagree/don’t know) in their Australian community telephone sample. They
dichotomized the item responses into agree/disagree and treated ‘don’t know’ as a neutral rather
than a positive response or negative response. Moorer and Suurmeijer (1993) also suggest
alternative coding for the dichotomized scoring of the instrument as they question the authors
classification of the ‘more or less’ response as a positive response to loneliness for both the
positive and the negative items .
The manual indicates the authors moved away from the instrument’s original response categories
(ranging from strongly agree through to strongly disagree) to dichotomised scoring when
developing the shorter 11 item version because of the unavailability, at that time, of Mokken or
Rasch software that allowed multi-categorical item scores. Although there are still 5 response
options available, because of dichotomization, the gradients of agreement within the response
categories are not explored. However, it is reported that the correlation between the 5-point
response items (range 11-55) and dichotomized items (range 0-11) was r = 0.87 and for the three
point response items it was r = 0.97(De Jong Gierveld and Tilburg, 1999). However, a research
project on the homogeneity of the scale based on multi-category item scores is in progress so
further data may soon be available to address this issue.
There is evidence that the items were based on a sound theoretical model of social isolation,
based on the experiences of the isolated (De Jong Gierveld and Kamphuis, 1985). Importantly, the
construction and validation samples were population-based samples from the Dutch community,
stratified by loneliness level (Hawthorne et al. in Sansoni et al., 2008). This suggests that the
content of the scale (refer Table 7 below) is probably reflective of the concerns of the lonely and
socially isolated.
Dutch normative data is available (De Jong Gierveld and Tilburg, 1999; 2006) for both versions.
The 11 item version has been included in two Australian community surveys (Lauder et al., 2004;
Steed et al., 2007) and Canadian surveys (Havens et al., 2004). A large number of European
community surveys (Dykstra, 2009) have used both the 6 item and 11 item loneliness scales. The
6 item version was recently included in a survey of community dwelling older adults in Ireland
(Squires et al., 2009). Three recent studies (Victor et al., 2005; Steed et al., 2007; Lauder et al.,
2004) demonstrate the recent uptake of the De Jong Gierveld Loneliness Scale in Australia. As the
comprehensive review in Appendix 3 indicates there is a range of normative and clinical or
reference data available for this instrument.
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The De Jong Gierveld Loneliness Scale is a reliable scale which has been developed over a very
substantial period of time, using large population samples (including older adults), and there is
there is a fairly substantial body of evidence supporting its reliability and validity. However,
research could be undertaken to further evaluate criterion validity.
The response categories and the dichotomized scoring process may also require further
consideration and research concerning this issue is in progress. The instrument(s) will require a
linguistic validation study before it is used further with Australian samples.
Scales such as this one are usually revised and improved over time. Van Baarsen et al. (2001)
and Moorer and Suurmeijer (1993) suggest the removal of the item “There is always someone I
can talk to about my day to day problems” due to bias from the 11 item scale. They also suggest
rewording a number of items to address gender issues they have also raised (refer Appendix 3).
Van Baarsen et al. (2001) suggest the discrimination of the emotional and social loneliness
subscales could be improved by adding some well chosen items to these subscales.
Notwithstanding the above considerations the 11 item and 6 item instruments score well on most
instrument assessment criteria and are considered amongst the more promising instruments for
measuring loneliness and perceived social isolation. They are recommended for use in Australia
following a linguistic validation of the instrument.
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Table 7

4.2

De Jong Gierveld Loneliness Scale

DUKE-UNC Functional Social Support Questionnaire and Associated Scales

The US DUKE-UNC Functional Social Support Questionnaire was developed to provide a brief
assessment of functional social supports of patients in a primary care setting (Broadhead, et al.
1988, Hawthorne et al. in Sansoni et al., 2008). The description of this instrument below
incorporates information provided in a recent review by Hawthorne, Sansoni and Marosszeky
(2008) in Sansoni et al. 2008.
This instrument was developed among patients attending a university primary care clinic and the
instrument comprises two subscales, Affective Support (3 items) and Confidant Support (5 items).
The timeframe is the present, so this is a ‘state’ social support scale (Hawthorne et al. in Sansoni
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et al., 2008). The response categories are 5 options of which only the endpoints are labelled
(score of 5 = as much as I would like, score of 1 = much less than I would like). Scoring is by
simple summation for each of the scales. A high score indicates social support (Broadhead, 1988;
Broadhead et al., 1988).
Hawthorne et al. (2008) indicates the origins of the DUKE-UNC Functional Social Support
Questionnaire can be found in a review of the epidemiologic evidence linking social support and
health, essentially framed within the buffering hypothesis (Broadhead et al., 1983). According to
Broadhead et al. (1988), based on the review, four areas of support were determined a priori,
those being the quantity of support, confidant support, affective support and instrumental support.
An item pool was developed with either 3 or 4 items representing each area. Fourteen items were
then administered to patients (n = 401) attending a primary care clinic. Following test-retest at 13
days for 22 of the patients, 3 items were eliminated. The average test-retest correlation for the
remaining 11 items was r = 0.66. Factor analysis was used to examine the structure of these 11
items, and 3 more items were removed. The remaining 8 items loaded on 2 factors which were
labelled Confidant Support and Affective Support.
The Confidant Support scale has five items (chance to talk to someone about problems at work or
housework/ chances to talk to someone about personal and family matters/ chance to talk about
money matters/ invitations to go out with other people/ advice about important things in life) and
the Affective Support scale has three items (people care about me/ love and affection/ help when
sick in bed).
Review of the 8 items against the four areas of support identified from the literature (the quantity of
support, confidant support, affective support and instrumental support) reveals that the two areas
not measured by the DUKE-UNC Functional Social Support Questionnaire are quantity of support
and instrumental support (Hawthorne et al, 2008).
At 8 items the DUKE-UNC Functional Social Support Questionnaire is a short scale (refer Table 8
below) and it would be feasible to include it in an instrument battery. The cognitive burden of
administration or completion is likely to be light, i.e. it is an easy instrument to use, although it may
be difficult to use in an interview situation or with a translator because the response scales do not
have fully labelled anchor-points (only the endpoints are labelled) (Hawthorne et al., 2008).
Hawthorne et al. (2008) notes the reliability and validity data for this instrument is mixed – some
studies indicate adequate reliability and indications of validity whereas others do not.

Table 8

Items from the DUKE-UNC Functional Social Support Questionnaire

I get….
As much as I would likeÆMuch less than I would like
1. people who care what happens to me
2. love and affection
3. chances to talk to someone about problems at work or with my housework
4. chances to talk to someone I trust about my personal and family problems
5. chances to talk about money matters
6. invitations to go out and do things with other people
7. useful advice about important things in life
8. help when I am sick in bed
There is also the abbreviated (11-item) version of the Duke Social Support Index (DSSI; Koenig et
al., 1993) and this was designed for use with chronically ill elderly people. It has 2 factors namely
social interaction and satisfaction with social support. This scale has been used in the Australian
Study on Women’s Health (Powers et al., 2004) and the Preventive Care Trial for Veterans
(McDowell, 2006). Although McDowell (2006) suggests further psychometric evidence may be
required, Powers et al. (2004) found that internal reliability was adequate for 10 of the 11 items in
the scale and the scale appeared to have evidence of construct validity. The items of this scale
can be found in Table 9 below. Item 7, which did not load on either factor is italicised. Powers et al.
(2004) suggest this item should be excluded from the scale and a 10-item DSSI should be used. It
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is noted that Cronbach’s alpha for the Social Interaction factor is quite low at 0.58 and this may
reflect that further examination of the items and the scales within the DSSI may be warranted. It is
also noted that the wording of the items appears cumbersome and could be simplified.

Table 9

Items in the Duke Social Support Index

Satisfaction with Social Support
1. Do you feel you have a definite role (place) in your family and among your friends?
2. Does it seem that your family and friends (i.e. people who are important to you) understand
you?
3. Do you feel useful to your family and friends (i.e. people who are important to you)?
4. When you are talking with your family and friends, do you feel you are being listened to?
5. Do you know what is going on with your family and friends?
6. Can you talk about your deepest problems with at least some of your family and friends?
7. How satisfied are you with the kinds of relationships you have with your family and friends?
Social Interaction
8. How many times during the past week did you spend time with someone who does not live with
you, that is, you went to see them or they came to visit you or you went out together?
9. Other than members of your family, how many persons in your local area do you feel you can
depend on or feel very close to?
10. How many times did you talk to someone, friends, relatives or others on the telephone in the
past week (either they called you or you called them)?
11. About how often did you go to meetings of clubs, religious meetings or other groups that you
belong to in the past week?
Another instrument from the Duke family is the Duke Social Support and Stress Scale (Parkerson,
1989). This is a family practice research instrument and rates family and non family relationships
in terms of the support they provide and the amount of stress they cause. It is unusual for social
support and stress items to be included in the one scale although McDowell (2006) considers this
an innovative approach. However, the initial data concerning its convergent validity has not been
promising. Give the above, the 8-item DUKE-UNC Functional Social Support Questionnaire
appears to be the preferred instrument for consideration.

4.3

Friendship Scale

The Australian Friendship Scale was published in 2006 (Hawthorne, 2006; 2008; Hawthorne et al.,
2008), following its development in population-based samples of older Australian adults. The
description of this instrument below incorporates information provided in a recent review by
Hawthorne, Sansoni and Marosszeky (2008) in Sansoni et al. 2008.
This is the most recently developed of the instruments reviewed: there are just two journal articles
currently available in the literature and both are written by the instrument developer. Following a
literature review of social isolation measures by Hawthorne (2006) it was developed to be a short,
6-item, user-friendly measure of perceived social isolation.
The response categories are: Almost always / Most of the time/ About half the time / Occasionally /
Not at all. The timeframe is the past four weeks, suggesting the Friendship Scale is between a
state and trait scale. Half the items are negative to prevent response bias (refer Table 10).
Scoring of the Friendship Scale is through reversing the negative items and then summing item
scores. Based on response criteria (i.e. the meaning of different response categories) logical cut
points were suggested classifying respondents into those who were socially isolated, isolated, with
a low level of social support, socially connected, and very socially connected (Hawthorne, 2006).
The descriptive system was based on transgression theories which postulate social behaviour is a
function of childhood, that social support is a buffer against life’s vicissitudes and that the social
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milieu affects responses to stress. Seven dimensions were identified from the literature: an
absence of intimacy, an inability to relate to others, being unable to ask for support, having no
social networks, being separate from others and unable to fulfil social roles, being isolated and
feeling alone. Items were developed measuring each dimension and refined through consultation
with older adults and academic colleagues (Hawthorne et al., 2008).
Regarding comparative data, the Friendship Scale was moderately correlated with the social
relationships sub-scales from the AQoL and the WHOQOL-Bréf (Hawthorne, 2006). No other
studies were identified comparing the Friendship Scale with another social support or social
isolation instrument.
At 6 items it is a short scale and it would be easy to include it in an instrument battery. The
cognitive burden of administration or completion is likely to be light, i.e. it is an easy instrument for
self-completion, interview administration or administration through a translator. No particular
difficulties were reported when the scale was examined with those with mild cognitive impairment.
Some Australian reference data is available as it was included in the 2004 South Australian Health
Omnibus Survey (Harrison Health Research, 2004).
There are very few citations for this instrument although it has been used in one of the few recent
Australian prevalence studies (Hawthorne, 2008). Although its impact rating and citation rates are
low, it is included in the short-list because it is a recently developed instrument and because there
is Australian reference data available for it. However, given there are only 2 citations, both by the
instrument’s author, this instrument has not been included for comprehensive review.

Table 10

Friendship Scale Items

During the past four weeks:
1. It has been easy to relate to others
2. I I felt isolated from other people
3. I had someone to share my feelings with
4. I found it easy to get in touch with others when I needed to
5. When with other people, I felt separate from them
6. I felt alone and friendless

4.4

Lubben Social Network Scale

The Lubben Social Network Scale (LSNS) (Lubben and Gironda, 2003; 2004) was originally
developed in 1988 and this is the version reviewed by Levin (2004) in Kane and Kane (2004). In
2002 the scale was revised (LSNS-R) and an abbreviated version (LSNS-6) and an expanded
version (LSNS-18) was also developed at this time. These later/ revised instruments will be
considered in this report.
Lubben and Gironda (2004) note that research finding strong associations between social support
networks and physical and mental health outcomes has increased awareness of the importance of
social support networks for the elderly and has identified the need to include this domain in the
comprehensive assessment of elderly clients.
The LSNS-R and the LSNS-6 scales measure the size, closeness and frequency of contacts of a
respondent’s social network with reference to the level of perceived support they receive from
family and friends. Although both instruments can be viewed as measures of perceived social
support, they also provide quantitative information on family and friendship ties and thus may be
classed as ‘objective’ measures.
The LSNS-R is a 12 item instrument aimed at assessing social isolation in older adults by
measuring perceived social support from family (6 items) and friends (6 items). The scale takes
between 5-10 minutes to complete. All of the items are equally weighted and scoring involves
summing the scores for all the items. It is also possible to sum each of the subscales of family and
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friends. The other scales are scored similarly. The LSNR-6 is a short version developed for busy
clinicians with 3 items on the friends scale and 3 items on the family scale.
The expanded version LSNS-18 contains an additional 6 items concerning interactions with
neighbours within the social network. This latter version is considered more useful for social and
health research purposes.
The LSNS has been used in a variety of research and practice settings but primarily with older
adults. It has also been used to assess the social isolation of carers. It has been translated into a
variety of languages.
The LSNS-R assesses social isolation by measuring perceived social support which focuses on
more quantitative responses to questions such as how many relatives/friends you have seen or felt
close to over the last month. Although it is a subjective measure the items are asking for more
quantifiable responses. It does not ask questions about feelings of social isolation/loneliness
directly but infers social isolation from a low score on perceived social support (refer Tables 11
and 12 below).
The style of questions is quite different to the De Jong Gierveld Loneliness Scale where the focus
of the items is to assess the strength of agreement or disagreement to a series of statements
about loneliness (e.g. I miss having a really close friend). A comprehensive review of this
instrument can be found in Appendix 3.

Table 11

Lubben Social Network Scale – 6

LSNS-6
FAMILY Considering the people to whom you are related either by birth or marriage…
1. How many relatives do you see or hear from at least once a month?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight

5 = nine or more

2. How many relatives do you feel at ease with that you can talk about private matters?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more
3. How many relatives do you feel close to such that you could call on them for help?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more

FRIENDSHIPS: Considering all of your friends including those who live in your neighborhood….
4. How many of your friends do you see or hear from at least once a month?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more
5. How many friends do you feel at ease with that you can talk about private matters?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more
6. How many friends do you feel close to such that you could call on them for help?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more

LSNS-6 total score is an equally weighted sum of these six items. Scores range from 0 to 30
* For Australian use it is suggested that the spelling of neighbors and thru is changed to Australian English

Effective Assessment of Social Isolation

Page 43

Centre for Health Service Development

Table 12

Lubben Social Network Scale (12-Item) – Revised
LUBBEN SOCIAL NETWORK SCALE – REVISED

FAMILY Considering the people to whom you are related either by birth or marriage…
1. How many relatives do you see or hear from at least once a month?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight

5 = nine or more

2. How often do you see or hear from relative with whom you have the most contact?
0 = less than monthly 1 = monthly 2 = a few times a month 3 = weekly
4 = few times a week, often 5 = daily
3. How many relatives do you feel at ease with that you can talk about private matters?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more
4. How many relatives do you feel close to such that you could call on them for help?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more
5. When one of your relatives has an important decision to make, how often do they talk to you about it?
0 = never 1 = seldom 2 = sometimes 3 = often 4 = very often 5 = always
6. How often is one of your relatives available for you to talk to when you have an important decision to make?
0 = never 1 = seldom 2 = sometimes 3 = often 4 = very often 5 = always
FRIENDSHIPS: Considering all of your friends including those who live in your neighbourhood*….
7. How many of your friends do you see or hear from at least once a month?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more
8. How often do you see or hear from the friend with whom you have the most contact?
0 = less than monthly 1 = monthly 2 = a few times a month 3 = weekly
4 = few times a week, often 5 = daily
9. How many friends do you feel at ease with that you can talk about private matters?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more
10. How many friends do you feel
close to such that you could call on them for help?
0 = none 1 = one 2 = two 3 = three or four 4 = five thru eight 5 = nine or more
11. When one of your friends has an important decision to make, how often do they talk to you about it?
0 = never 1 = seldom 2 = sometimes 3 = often 4 = very often 5 = always
12. How often is one of your friends available for you to talk to when you have an important decision to make?
0 = never 1 = seldom 2 = sometimes 3 = often 4 = very often 5 = always

LSNS-R total score is an equally weighted sum of these twelve items. Scores range from 0 to 60
* For Australian use it is suggested that the spelling of neighbors and thru is changed to Australian English

4.5

Medical Outcomes Study Social Support Survey

The description of this instrument below incorporates information provided in a recent review by
Hawthorne et al. in Sansoni et al. 2008 (Hawthorne, Sansoni and Marosszeky, 2008). As
Hawthorne et al. (2008) indicate the US MOS Social Support Survey was developed for the
Medical Outcomes Study, a 2-year longitudinal study of the process and outcomes of care for
patients with chronic health conditions (Sherbourne and Stewart, 1991). The decision to develop
this scale was because the researchers failed to identify a short, valid and sensitive measure of
social support.

Page 44

Effective Assessment of Social Isolation

Centre for Health Service Development

The perspective of the instrument is that of perceived availability of functional support. It consists
of 20 items. The first item asks about the number of close relatives and friends the respondent
has. The other 19 items ask the respondent to rate the frequency with which contact is made with
others. The response categories are none of the time/ a little of the time/ some of the time/ most of
the time/ all of the time (Hawthorne et al., 2008). The topics covered by the scale are shown in
Table 13 below.

Table 13

Items from the MOS Social Support Survey

1. About how many close friends and close relatives do you have (a person you feel at ease with
and can talk to about what is on your mind)? Insert number__
People sometimes look to others for companionship, assistance or other types of support. How
often is each of the following kinds of support available to you if you need it?
2. Someone to help you if you were confined to bed
3. Someone you can count on to listen to you when you need to talk
4. Someone to give you good advice about a crisis
5. Someone to take you to the doctor if you needed it
6. Someone who shows you love and affection
7. Someone to have a good time with
8. Someone to give you information to help you understand a situation
9 Someone to confide in or talk to about yourself or your problems
10. Someone who hugs you
11. Someone to get together for relaxation
12. Someone to prepare your meals if you were unable to do it yourself
13. Someone whose advice you really want
14. Someone to do things with to help get your mind off things
15. Someone to help with daily chores if you were sick
16. Someone to share your most private worries and fears with
17. Someone to turn to for suggestions about how to deal with a personal problem
18. Someone to do something enjoyable with
19. Someone who understands your problems
20. Someone to make you feel loved and wanted
These items are combined into four subscales: emotional/information, tangible, affectionate and
social interactions. Scoring is through each item being scored on a 1-5 point scale; scores within
the dimensions are summed and then transformed to a 0-100 point linear scale (Hawthorne et al.,
2008).
The MOS Social Support Survey (Sherbourne and Stewart, 1991) was developed from functional
support theories of social relationships. The perspective was that of functional support for the
respondent. The reason for adopting this perspective was the researchers’ belief that a person’s
perceptions about available support were important. A literature review guided the development of
the conceptual model, which was based on the most commonly reported aspects of social support
(Hawthorne et al., 2008).
At 20 items it is a moderately long scale to be included in an instrument battery/ comprehensive
assessment and it should be borne in mind that for those with some degree of cognitive
impairment this may be a long instrument to complete (Hawthorne et al., 2008). Hawthorne et al.
note the cognitive burden of administration or completion is likely to be moderate because of the
conditional tense of several items (e.g. someone to help with daily chores if you were sick).
The MOS-SSS has established reliability and validity in a wide range of languages and cultures. It
was developed using a large sample of patients with chronic disease and has been used in a wide
variety of clinical populations since then. It seems that its main psychometric issues are its
consistently high alpha values, and discrepancies between studies in the number of factors found.
These two issues are not unrelated, in that if all the items are so closely related then it’s going to
be difficult to separate out individual reliable factors. Cronbach’s Alpha internal consistency
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estimates have commonly exceeded 0.90 and this also indicates some degree of item
redundancy. A comprehensive review of this instrument can be found in Appendix 3.

4.6

Multidimensional Scale of Perceived Social Support

This is a short 12 item social support scale that assesses the adequacy of a person’s perceived
social support from family, friends and significant others. The items are easy to understand
(requiring a fourth grade reading level) and it is therefore suitable for use with populations that may
experience limited literacy levels. Respondents use a Likert-type scale to rate each item from Very
Strongly Agree to Very Strongly Disagree (Levin, 2004). The questions are all positively worded
but it has been reported that MSPSS is relatively free from social desirability bias (Cheng and
Chan, 2004; Dahlem et al., 1991; Kazarian and McCabe., 1991). Like the UCLA it also has a very
high citation rate which indicates that it is a frequently used instrument.
It differs from other scales in that it includes support from significant others – which is left to the
respondent to define – but this could include counsellor/ teacher/ or romantic partner. However,
Cheng and Chan (2004) have indicated that the claimed 3 factor structure has not always been
replicated with some studies showing that the Significant Other and Family Support Scales load on
the same factor. Thus they cast some doubt on the utility of the Support from Significant Others
Scale suggesting that this is a measure of overall support and is largely redundant with the other 2
subscales.
Although originally developed with university students the MSPSS was later validated in a wide
range of samples including adolescents, older adults, doctor trainees and psychiatric patients
(Cheng and Chan, 2004). Levin (2004) claims the MSPSS has demonstrated adequate reliability
and validity although Cheng and Chan report marginal internal consistency for the Significant
Other Scale. The items and the subscales for the MSPSS are depicted in Table 14 and a
comprehensive review of this instrument can be found in Appendix 3.

Table 14

Items in the Multidimensional Scale of Perceived Social Support

1. There is a special person around when I am in need (SO)
2. There is a special person with whom I can share my joys and sorrows (SO)
3. My family really tries to help me (F)
4. I get the emotional help and support I need from my family (F)
5. I have a special person who is a real source of comfort to me (SO)
6. My friends really try to help me (FR)
7. I can count on my friends when things go wrong (FR)
8. I can talk about my problems with my family (F)
9. I have friends with whom I can share my joys and sorrows (FR)
10. There is a special person in my life who cares about my feelings (SO)
11. My family is willing to help me make decisions (F)
12. I can talk about my problems with my friends. (FR)

4.7

Norbeck Social Support Questionnaire

The description of this instrument below incorporates information provided in a recent review by
Hawthorne et al. in Sansoni et al. 2008 (Hawthorne, Sansoni and Marosszeky, 2008). The US
Norbeck Social Support Questionnaire was developed to enable the assessment of social support,
primarily for use in nursing or clinical settings (Norbeck, 1984; Norbeck et al., 1981; Norbeck et al.,
1983; Hawthorne et al., 2008). It was designed to measure the multiple dimensions of social
support (social, esteem, global, companionship and instrumental aspects) as well as the
perception, orientation and structure of the support (Levin, 2004 in Kane and Kane, 2004).
The Norbeck Social Support Questionnaire is based on the definition of social support advanced
by Kahn (1979, p. 85), which was:
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“…interpersonal transactions that include one or more of the following: the expression of positive
affect of one person toward another; the affirmation or endorsement of another person’s
behaviours, perceptions or expressed views, the giving of symbolic or material aid to another.”
Additionally Kahn (1979) advanced the concept of an individual’s ‘convoy’ which was defined as
the set of persons whom the individual relied on for support (or supported in turn). Norbeck et al.
(1981) used this conceptual background to define that social support consisted of three
components: affect, affirmation and aid, each of which could apply to each person in an
individual’s convoy. However, none of Norbeck’s major papers (Norbeck, 1984; Norbeck et al.,
1981; Norbeck et al., 1983) describe how the instrument or items were actually developed
(Hawthorne et al., 2008).
The instrument consists of two parts. In the first part the respondent provides a list of people
he/she knows (up to 24 persons) and judges to be in his/her personal social network. In the
second part, each person (person X) listed in the personal social network is rated for his/her affect,
affirmation and aid provided to the respondent. There are two items for each of these components.
For affect the items cover how much person X makes you feel liked and loved, and how much
respected and admired. For affirmation the items cover how much you can confide in this person,
and whether this person agrees with your actions and thoughts. For aid the two items cover
financial or practical help the identified person would provide, and how much aid he/she would
provide if the respondent was confined to bed (Hawthorne et al., 2008). The response categories
for each of these six items, on a 5 point scale, are not at all/ a little/ moderately/ quite a bit/ a great
deal (refer Table 15).

Table 15

Questions for Rating Network Members on the Norbeck Social Support
Questionnaire

1. How much does this person make you feel liked or loved?
2. How much does this person make you feel respected and admired?
3. How much can you confide in this person?
4. How much does this person agree with or support your actions or thoughts?
5. If you needed to borrow $10, a ride to the doctor, or some other immediate help, how much
could this person usually help?
6. If you were confined to bed for several weeks, how much could this person help you?
7. How long have you known this person?
8. How frequently do you have contact with this person? (Phone calls, visits or letters)
9. During the past year, have you lost any important relationship due to moving, a job change,
divorce or separation, death or some other reason?
a) If yes, check the categories of persons who are no longer available to you? (9 categories
listed)
b) How much support did this person (or persons) provide for you during the past 6 months?
There are three additional items covering the length of time the identified person has been known,
how often the respondent is in contact with this person, and whether the respondent has lost an
important relationship in the previous year (Hawthorne et al., 2008).
The Norbeck Social Support Questionnaire is presented in a booklet format whereby on one side
(and always visible) is the list of persons in the respondent’s convoy, and on the facing page the
items laid out such that for each person in the convoy there is a corresponding space for the
assessments. Each of the three components is on a separate page. The three additional items are
presented on a separate page (Hawthorne et al., 2008).
Scoring is through rating response levels for each person on a scale of 0-4, and then summing
across all persons in the convoy for that particular item. This procedure is repeated for each item.
The number of people in the respondent’s social network is the number listed. The final item (loss
of an important relationship) is scored dichotomously, and the quality of that loss is scored on a 5
point rating scale. Once scored like this, three aggregate scores are computed. These are Total
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Function (the sum of affect, affirmation and aid), Total Network (the sum of the number of persons
in the convoy, the duration of these relationships, and the frequency of contact), and Total Loss
(the sum of the number of persons lost and the rated amount of support lost). Subscales can also
be computed for each of affect, affirmation and aid by simply summing the scores on each of the
two relevant items (Norbeck, 1995, Hawthorne et al., 2008).
Although nominally an 11-item instrument (question 9 has two parts), its length is actually a
function of the number of persons in the respondent’s convoy nominated: for 1 person there would
be 11 items, for 2 there would be 18, and so on. Given that among adults, the average number of
persons nominated was 12 (Norbeck et al., 1983), this implies that >50 assessments would need
to be made even where there was a small nominated convoy. In practical terms, then, this is a
long instrument. It is also likely to be a very demanding instrument to complete, particularly for
those with cognitive impairment, because of the need to keep track across booklet pages of each
nominated person and to assess that person on multiple criteria. It is unlikely this could be
successfully done by those experiencing cognitive impairment, or where the instrument was
translator administered (Hawthorne et al., 2008).
Hawthorne et al. (2008) note the internal consistency reliability of the instrument is consistently
high across studies but the test-retest reliability over 7 months was below accepted standards. The
validity data is limited and unsatisfactory (Hawthorne et al., 2008). From these considerations, and
given its actual length, it is not considered further in this study.

4.8

Sarason Social Support Questionnaire

The description of this instrument below incorporates information provided in a recent review by
Hawthorne et al. in Sansoni et al. 2008 (Hawthorne, Sansoni and Marosszeky, 2008).The US
Sarason Social Support Questionnaire (SSQ) was developed to quantify the perceived availability
of and satisfaction with social support (Sarason et al., 1983; Hawthorne et al., 2008). The SSQ is a
measure of both the availability of social support and the respondent’s satisfaction with the support
he or she receives (Levin, 2004).
Based on a review of the literature, 61 items were written sampling situations where social support
might be important to people (e.g. Whom could you really count on to help you out in a crisis
situation, even though they would have to go out of their way to do so?). The items were
administered to college students, and based on item-correlations those items with low correlations
were eliminated. Correlation with the number of supportive people was also used as a criterion for
item retention. Twenty-seven items were retained. Each item consists of two parts. Respondents
are asked (a) to provide a list of people to whom they can turn to when support is needed, and (b)
to indicate their level of satisfaction with these social supports (Hawthorne et al., 2008). As there
are 2 parts for each of the 27 items it can really be viewed as a 54 item instrument.
Scoring each item is a two-step process. First, for each item the number of people available for
support (the SSQ Number or Perceived Availability score; Sarason et al., 1987) and the SSQ
Satisfaction score (from 1 to 6 for each item, based on response scales with 6 options from very
dissatisfied to very satisfied) is computed through simple summation. Then the overall score for
each of the Number and Satisfaction scales is obtained by dividing the sum by 27, the number of
items (Hawthorne et al., 2008).
In addition to the full 27-item version, Sarason et al. (1987) developed 6-item (SSQ6) and 3-item
versions. These descriptors are somewhat misleading, however, since each item has two parts.
Thus the SSQ6, for example, actually has 12 questions to be answered (Hawthorne et al., 2008).
The SSQ6 items refer to persons able to distract the respondent when the respondent feels under
stress, persons the respondent can turn to when feeling under pressure or being tense, persons
who accept the respondent, persons who care about the respondent regardless of what is
happening to the respondent, persons who can help the respondent when the respondent is
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feeling poorly, and persons who can help the respondent when the respondent is upset (Sarason
et al., 1987; Hawthorne et al., 2008).
The scale was based on a literature review of social support, and standard psychometric practices
generally followed during construction. However, Sarason et al. (1983) did not explicate the model
from the literature review in any detail. Although it was reported that the items were written to
cover the universe of social support situations, no description of these is actually given. The
construction sample was composed entirely of college students (Hawthorne et al., 2008).
Items in the SSQ6 were selected on the basis of factor analysis of three samples of student data;
the highest loading items across both samples and both scales were selected. No item selection
procedures were reported for the development of the 3- item version (Sarason et al., 1987;
Hawthorne et al., 2008).
Hawthorne et al. (2008) note that internal consistency for the 27-item version is high across
studies but note this may be a function of the number of items in the scale; and it could also reflect
item redundancy. The reliability of the 6 item version in a non construction sample of adolescents
was lower, although adequate, and is reported as 0.73 (Bal et al., 2003).
Hawthorne et al. (2008b) also note the validity evidence is unsatisfactory at this stage and studies
to date indicate there is mixed evidence concerning the instrument’s responsiveness.
The content of the instrument, particularly the 6-item version, reflects a concern with support from
others when the respondent needs this support. This is a somewhat narrow perspective on social
support (refer Table 16). Given consideration of the complexity of assessment it is thought the 27
item version may be too lengthy for use in routine care rather than research settings.

Table 16

Items from the Social Support Questionnaire 6

1. Whom can you count on to listen to you when you need to talk?
2. Whom could you really count on to help you out in a crisis situation, even if they would have to
go out of their way to do so?
3. Whom can you count on to be dependable when you need help?
4. With whom can you totally be yourself?
5. Who do you feel really appreciates you as a person?
6. Whom can you count on to console you when you are very upset?
Note: Each item has 2 responses: a) list the individuals who provide support under specific
circumstances and b) rate the level of satisfaction with the support that is available

4.9

UCLA Loneliness Scale

The description of this instrument below incorporates information provided in a recent review by
Hawthorne et al. in Sansoni et al. 2008 (Hawthorne, Sansoni and Marosszeky, 2008).
Hawthorne et al. (2008) note the American UCLA (University of California Los Angeles) Loneliness
Scale has been through three iterations. Originally published in 1978, it was revised in 1980 and
again in 1996 (Russell et al., 1980; Russell et al., 1978; Russell, 1996). The first revision, Version
2, was undertaken to prevent response bias, including social desirability, which had been identified
in the original scale. Additionally, there were concerns that it was confounded by depression and
low self-esteem. To ameliorate these concerns the original scale plus an additional 19 new items
written by Russell et al., were administered to 162 students. Following data analysis, 6 of the
original items were replaced with new items, and 10 items were reversed so they became positive.
The criterion for item replacement was higher correlation with a self-labelling loneliness index.
Russell et al. (1980) described the positive and negative sub-scales as measuring satisfaction and
dissatisfaction with social relationships, respectively.
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The third version, Version 3, was published in response to identified problems with the Version 2
items (e.g. double-barrelled item stems, difficult words such as ‘superficial’) when administered to
older adults, to reinforce that the timeframe is the present (the items stems all read “How often to
you feel...” whereas in earlier versions this timeframe was given only in the instructions) and to
change the instrument voice from first to third person (from ‘I’ to ‘you’). The implication of the
present timeframe is that the UCLA Loneliness Scale was conceived as a ‘state’ loneliness scale
and Russell et al. (1980, p. 473) described the scale as being about “feelings of social
dissatisfaction”. Regarding the issue of timeframe, at least two research teams have changed the
timeframe to reflect lifelong (i.e. trait) loneliness through use of the instruction “looking back over
your lifetime” (Gerson and Perlman, 1979; Hawthorne et al., 2008; Hector-Taylor and Adams,
1996).
Scoring of Version 3 of the scale is through reversal of the nine positive items, then summing of all
items. Items are scored on 4 point Guttman-type scales, never/ rarely/ sometimes/ always. Higher
scores indicate greater loneliness (Hawthorne et al., 2008; Russell, 1996).
The UCLA Loneliness Scale has 20 items (refer Table 17). Hawthorne et al. (2008) note that in
addition to the standard UCLA Loneliness Scale, there are several shorter versions, including an
11-item version which was specially constructed for use with older adults (Perlman et al., 1978), a
10-item version for mail administration to teachers (Russell, 1996), an 8-item version (Hays and
DiMatteo, 1987) and a 4-item version (Russell et al., 1980). None of these versions appear to have
been widely adopted or used. Wilson et al. (1992) and Hays and DiMatteo (1987) both reported
that the correlation between the full 20-item version and the 8-item version was between 0.82
0.91; slightly lower correlations were reported for the 4-item version. Although Wilson et al. (1992)
reported that neither the 8- or 4-item versions were deemed particularly reliable (for both these
versions the reliabilities were ≤0.60), this was not confirmed by Hays and DiMatteo (1987). Based
on multitrait analysis, Hays and DiMatteo (1987) reported that the 8-item version performed as well
as the full 20-item version. The Three-item Loneliness Scale was also developed from the UCLA
Loneliness Scale (Hughes et al, 2004) and a comprehensive review of these two instruments can
be found in Hawthorne et al. in Sansoni et al. (2008).

Table 17

Items in the UCLA Loneliness Scale (Version 3 – 20 Items)

1. How often do you feel you are “in tune” with the people around you?
2. How often do you feel that you lack companionship?
3. How often do you feel that there is no one you can turn to?
4. How often do you feel alone?
5. How often do you feel part of a group of friends?
6. How often do you feel that you have a lot in common with the people around you?
7. How often do you feel that you are no longer close to anyone?
8. How often do you feel that your interests and ideas are not shared by those around you?
9. How often do you feel outgoing and friendly?
10. How often do you feel close to people?
11. How often do you feel left out?
12. How often do you feel that your relationships with others are not meaningful?
13. How often do you feel that no one knows you really well?
14. How often do you feel isolated from others?
15. How often do you feel you can find companionship when you want it?
16. How often do you feel that there are people who really understand you?
17. How often do you feel shy?
18. How often do you feel that people are around you but not with you?
19. How often do you feel there are people you can talk to?
20. How often do you feel that there are people you can turn to?
Hawthorne et al. (2008) suggest that the UCLA Loneliness Scale appears to be measuring state
loneliness, depression and poor self-esteem arising from an absence of companionship. This
emphasis suggests that the scale may be mainly orientated towards the concerns of the young
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(college students) and the core components of establishing friendships (Solano, 1980). Steptoe et
al. (2004) also came to the same conclusion, reporting that loneliness as measured by Version 2
was primarily related to poor self-image and maladaptive methods of psychological coping.
The UCLA Loneliness Scale has been correlated with several other scales measuring either social
support or loneliness. These include with the NYU Loneliness Scale (r = 0.65), the Differential
Loneliness Scale (r = 0.72; Russell, 1996), the Sarason Social Support Questionnaire (r = 0.40;
Barron et al., 1994) and the Bradley loneliness measure (r = 0.74; Solano, 1980).
The UCLA Loneliness Scale is a medium length instrument containing 20 items, which may limit its
usefulness in a constrained instrument battery or for use with those with cognitive impairment
(Hawthorne et al., 2008). They note the use of double-negative item stem and response sets (e.g.
My interests and ideas are not shared by those around me, combined with the response scale of
Never) is likely to be confusing for those with more limited cognitive capacity, although it is
acknowledged that this judgement must be tempered by an awareness that the instrument has
been used among the elderly and/or nursing home residents (Adams et al., 2004; Bergman-Evans,
2004; Calvert, 1989; Hawthorne et al., 2008). Balandin et al. (2006) also used UCLA Version 3 to
assess the loneliness of older persons with and without cerebral palsy (the cerebral palsy patients
were divided into natural speech and augmentative communication groups) and this study
indicated that older people with cerebral palsy experience more loneliness than older adults
without disability.
The content validity of the UCLA has not been well established (Hawthorne et al., 2008). The
selection of items was based on convenience and correlations between items. Russell et al. (1978)
described the scale as having face validity as shown by the content of the items. The high
correlations with depression (ranging from r = 0.38 to 0.62 among samples of college students)
(Russell et al., 1980; Russell et al., 1978), anxiety (r = 0.35 to 0.36) and with various measures of
self-satisfaction (between -0.36 to 0.58 among the same students) suggests that the scale may be
measuring a general psychological distress construct rather than loneliness per se (Hawthorne et
al., 2008). Additionally, there is no evidence that the views of users were taken into account during
its construction (Hawthorne et al., 2008).
There appears to be no underlying theory of loneliness behind the development of the UCLA
(Hawthorne et al., 2008). As Steed et al. (2007) indicate, loneliness, while being variously
conceptualized and measured, can be simply defined as the experience of negative feelings about
missing relationships. Proponents of the unidimensionality of loneliness, such as the author of the
UCLA (Russel, 1979), argue that as loneliness is the same across situations and causes it can be
captured by a single, unidimensional measure. Although claimed to be unidimensional,
researchers have consistently reported that the UCLA is at least bi-dimensional along the lines of
positive and negative items. This may reflect response bias or it may reflect that loneliness is a
multidimensional construct comprising the domains of social and emotional loneliness as was
proposed by Weiss (1973) and reflected in the subscale of the De Jong Gierveld Loneliness Scale
(De Jong Gierveld et al., 2004).
The reliability evidence (internal consistency) is consistently high across different samples
(Hawthorne et al., 2008). The test-retest reliability estimates vary considerably among different
samples, and range from the unacceptable to the acceptable (Hawthorne et al., 2008). The
responsiveness evidence is also variable suggesting that it may be sample and condition specific
rather than a stable scale (Hawthorne et al., 2008).
Regarding validity, Hawthorne et al. (2008) suggest the evidence is unsatisfactory. The selection
of items was unsatisfactory and further development and validation of the scale was only among
American college students. The implication is that it may be mainly orientated towards the
concerns of the young (college students), including issues around establishing friendships,
depression, poor self-image and maladaptive methods of psychological coping (Hawthorne et al.,
2008; Solano, 1980; Steptoe et al., 2004).
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The Three-item Loneliness Scale was developed from the UCLA Loneliness Scale (Hughes et al.,
2004, Hawthorne et al., 2008). The purpose was to produce a short scale that took less than 3
minutes to complete over the telephone for inclusion in the US Health and Retirement Study.
Hawthorne et al. (2008) indicate the factor analysis of UCLA Loneliness Scale (n = 1,255
respondents) revealed the presence of 3 factors. The three items with the highest loading on the
first factor were selected. The three items were then re-worded to make them suitable for
telephone administration through use of ‘you’ instead of ‘I’ and by reducing the response scales
from never/ rarely/ sometimes/ often to hardly ever/ some of the time/ often. The item responses
are coded 1, 2, and 3, respectively, and scores are obtained through simple summation. The three
items are: How often do you feel you lack companionship? How often do you feel left out? and
How often you feel isolated from others?
The Three-Item Loneliness Scale is probably more suited for inclusion in large population studies
to assess the prevalence of loneliness and would not be so suited to the assessment of loneliness
of specific target groups where a somewhat more in depth analysis on loneliness may be required.
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5

Selection and Comprehensive Review of the Leading Measures of
Social Isolation

Once the major instruments had been identified additional selection criteria were then applied to
reduce this to the leading 4 or so instruments for the assessment of social functioning/ isolation.
These criteria are:












Whether there is a copy of the instrument and the original article concerning its
development available for review.
The number of citations found. In the case of new instruments some care was taken to
assess this criterion as it was considered that recently developed instruments may not
have a high citation rate. However, for instruments developed more than 5 years previously
a low citation rate might indicate limited adoption by the field.
The amount and range of the published psychometric evidence.
Whether the instrument is used in clinical practice.
The availability of normative and clinical reference data.
Administration time (generally 20 minutes or less) where a shorter administration time
would be preferred. It was noted that as the assessment of social functioning is only one
aspect of comprehensive assessment for these target groups lengthy instruments that may
be more appropriate for a very detailed follow-up assessment may not be appropriate for
use in routine care and across the range of practice settings.
Whether the instrument is applicable for people with varying levels of cognitive capacity –
simpler and less complex items/instruments will be preferred.
Proprietary considerations (e.g. prohibitive cost).
Applicability for use in routine care.

Using the criteria above the list of contender instruments for comprehensive review has been
reduced to 4 measures. These are the:





De Jong Gierveld Loneliness Scale
Lubben Social Network Scale
Medical Outcomes Study Social Support Survey
Multidimensional Scale of Perceived Social Support

The Friendship Scale (Hawthorne 2006; Hawthorne 2008), a recently developed Australian
instrument, was considered as the runner-up instrument. It has been included in the comparative
instrument ratings table (see Table 18 below) but was not selected for comprehensive review as
there are only 2 publications available on this instrument - but it is described in Section 4.
A summary sheet has been developed to identify the selection or non-selection of the short listed
instruments (refer Table 18 below). These instruments have been comprehensively reviewed and
these reviews can be found in Appendix 3 of this report.
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Table 18

Selected Instruments

Name of Test

Common
Abbreviation(s)

De Jong Gierveld
Loneliness Scale (6 and
11 items)

Focus

Texts

PROQOLID

PsycINFO
impact

Comments - refer
Section 4

7

selected for review

?

2

focus on stress,
complexity of admin

Proprietary

Social and emotional loneliness

Duke Social Support
and Stress Scale (24
items)

DUSOCS

Social support and stress

Y

Abbreviated Duke
Social Support Index
(11 items)

DSSI

Social support/chronic illness

Y

?

15

limited psychometric
evidence

DUFFS

Satisfaction - functional and
affective support

Y

?

9

low correlations with
other SI or SS
measures

2

limited citations and use
in the field as yet,

18

selected for review

35

selected for review

Duke-UNC Functional
Social Support
Questionnaire (8 items)
Friendship Scale (6
items)
Lubben Social Network
Scale ( 6 &12 items)

Y

Perceived social isolation
LSNS-R 6,12

Social network/perceived social
support

Y

MOS-SSS

Social support

Y

Multi-dimensional Scale
of Perceived Social
Support

MSPSS

Social support: family, friends,
significant others

Y

134

selected for review

Norbeck Social Support
Questionnaire (variable)

NSSQ

Aspects of functional & structural
social support

Y

54

complexity of admin

Sarason's Social
Support Questionnaire
(27 & 6 items)

SSQ

Availability and satisfaction social
support

Y

45

complexity of admin

University of California
at Los Angeles (UCLA)
Loneliness Scale
(Revised)

ULS-20,11, 8,3

Unidimensional – loneliness

Y

125

content and construct
validity issues

MOS Social Support
Survey (20 items)
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Further literature searches were undertaken for the selected instruments using other databases
(e.g. CINAHL, Cochrane Library etc.) and the comprehensive reviews of these four instruments
were completed and can be found in Appendix 3. The following sections below outline the criteria for
review that were utilised.

5.1

Comprehensive Review Criteria

All instrument reviews made use of the AHOC instrument review sheet (refer Appendix 2) and
provide information concerning the instrument’s availability, applicability, requirements for
administration, psychometric properties (reliability, validity, responsiveness, sensitivity, specificity)
and the availability of normative and clinical reference data.
With all instruments consideration will be given to the following aspects:







Suitability for use with elderly persons and people with disabilities
Purpose of the instrument (assessment, screening, outcomes monitoring and the evaluation
of interventions)
Self-reporting and proxy reporting
Respondent and staff burden
Appropriateness for CALD and Aboriginal and Torres Strait Islander groups
Appropriateness for a range of settings (e.g. community and residential care)

Once the comprehensive review for each instrument is completed an Instrument Scoring and
Weighting Sheet will be completed for each instrument as indicated in Table 19 below.
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Table 19

Table of Criteria and Weights for Instrument Ranking

Criteria and weights used to assess instruments
Instrument Name ………………Total Score = ………..
Evaluation Criteria

Scoring system

Theoretical and empirical basis for
the design and development of
the instrument and its items

1 = no or inadequate information concerning
instrument design and development is provided
2 = limited information concerning instrument design
and development is provided
3 = ample information on instrument design and
development is provided
1 = minimal or no comparison data available
2 = some comparison data available

Availability of comparison data

Length/feasibility of instrument for
inclusion in battery
Complexity of administration (for
clinician use); and cognitive
burden (for self report or proxy
instruments)
Cultural Appropriateness (ease of
use with an interpreter, client
literacy, CALD groups and
Indigenous Australians)

Ease of obtaining score by the
evaluator

Sensitivity to the
disease/condition specified

Score

Weight

3 = Australian and international comparison data
available including normative data and clinical
reference data
1 = long instrument, 25+ items

3

3

2

2 = medium length instrument, 15-25 items
3 = short instrument, less than 15 items
1 = demanding to understand or administer

2

2 = some difficulties to understand or administer
3 = easy to understand and administer
1 = not appropriate for use by CALD, Indigenous
Australians or illiterate clients, or with an interpreter
2 = limited appropriateness for use by CALD,
Indigenous Australians or illiterate clients and
interpreters
3 = appropriate for use by CALD, Indigenous
Australians or illiterate clients and interpreters
1 = scoring complex and requires computer

1

2

2 = can be scored without computer but time
consuming
3 = scoring easy and does not require computer
1 = not known or very little evidence concerning
sensitivity to the disease or condition specified
2 = some/limited evidence concerning sensitivity to
the disease or condition specified
3 = substantial evidence of sensitivity to the disease
or condition specified
1 = little or no published evidence identified or
inadequate reliability reported
2 = some/ limited evidence of moderate to good
reliability
3 = substantial evidence suggests good reliability

3

3

Cost of the instrument

1 = little or no published evidence concerning
validity identified or inadequate validation
2 = some/limited evidence suggests moderate to
good validity
3 = substantial evidence suggests good validity
1 = costs charged for using instrument

Cost of instrument administration

2 = costs for commercial use/training costs/fees
inexpensive
3 = instrument available free of charge
1 = professional

Reliability evidence available

Validity evidence available

2 = paraprofessional/ staff member

Page 56

Effective Assessment of Social Isolation

3

2

2

Weighted
Score

Centre for Health Service Development

Each instrument is given a score against each criterion and this is multiplied by the weight for this
criterion. The resulting weighted score for each criterion is then added to form a total score for each
instrument. For each category of instruments a comparative table of scores for the instruments is
then produced and it is on this basis the recommendations for social isolation instruments are
formed.

5.2

The Selected Measures for the Assessment of Social Isolation and Perceived
Social Support

5.2.1

The De Jong Gierveld Loneliness Scales

The De Jong Gierveld Loneliness Scales (De Jong Gierveld and Kamphuis, 1985; De Jong Gierveld
and Tilburg, 2006) contain both 6 and 11 item versions. The items measure feelings on loneliness
and perceived social isolation. The scales have 2 subscales: social loneliness (lack of contact with
others e.g. there are enough people I feel close to) and emotional loneliness (feelings of loneliness
e.g. I experience a general sense of emptiness).
The De Jong Gierveld Loneliness Scale are reliable scales which have been developed over a very
substantial period of time, using large population samples (including older adults), and there is there
is a fairly substantial body of evidence supporting their reliability and validity. Research could be
undertaken to further evaluate criterion validity.
The De Jong Gierveld Loneliness Scale was recently used in a program evaluation examining the
outcomes of social isolation interventions for older people in Queensland (using a pre and post
program design). The evaluation showed positive results for three projects involving a fitness
program, community linkages, and culturally appropriate volunteers for older people (Bartlett et al.
2008). This would suggest the scale is sensitive to changes following treatment.
The response categories and the dichotomized scoring process, however, may also require further
consideration as is indicated by the pilot study concerning the linguistic validation (refer Section 7)
which examined the items and response categories for the Australian context.
Scales such as this one are usually revised and improved over time. Van Baarsen et al. (2001) and
Moorer and Suurmeijer (1993) suggest the removal of the item “There is always someone I can talk
to about my day to day problems” due to bias. They also suggest rewording a number of items to
address gender issues they have also raised. Van Baarsen et al. (2001) suggest the discrimination
of the emotional and social loneliness subscales could be improved by adding some well chosen
items to these subscales.
Notwithstanding the above considerations the 11 item and 6 item instruments score well on most
instrument assessment criteria (refer Table 1) and are considered amongst the more promising
instruments for measuring loneliness and perceived social isolation. They are recommended for use
in Australia following modifications resulting from a linguistic validation of the instrument.
The De Jong Gierveld Loneliness Scales (De Jong Gierveld and Kamphuis, 1985; De Jong Gierveld
and Tilburg, 2006) might be the preferred instruments if the intention is to focus more specifically on
loneliness. Although they contain items about lack of contact with others (e.g. social loneliness or
social isolation) they also contain items about feelings of loneliness (e.g. emotional loneliness). The
6 item version could be included in epidemiological surveys to assess loneliness or for short practice
assessments but the 11 item version might be the preferred version for research applications.
5.2.2

The Lubben Social Network Scales

There are three versions of revised Lubben Social Network Scales (Lubben and Gironda, 2003;
2004; Lubben et al., 2006) containing 6, 12, and 18 items respectively. The 6 and 12 item versions
have 2 subscales: Family Support and Friends Support. The 18 item version included a further 6
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items concerning perceived support from neighbours. The Lubben Scales contain items that
address the extent of the social network but they also contain items concerned with perceived social
support. The questions are posed in a more objective style – they focus on the frequency of contact
the responder has with friends / family (e.g. how many friends / relatives do you see or hear from at
least once a month?) or how many people can provide social support (e.g. how many
friends/relatives do you feel close to such that you could call on them for help?).
The original LSNS is still widely used although revised versions of this instrument (LSNS-R, LSNS-6
and LSNS-18) are available and the revised versions have superior internal consistency reliability.
However, many of the validation papers refer to the original LSNS. Of the revised versions the
LSNS-6 appears to have the most validation data, it has good internal consistency reliability and
reports a simple and sensible factorial structure. Further validation research is required for the other
revised versions and the test-retest reliability for these versions needs to be further explored.
The LSNS-6 would appear to be the preferred version for screening for social isolation and in
epidemiological studies. Researchers preferring a more in depth analysis of social networks may
prefer to use the LSNS-18 which includes the dimension of neighbourhood networks.
No data was found pertaining to the use of these measures to assess the effectiveness of
interventions aimed to address social isolation. This is an area where further research is required.
It is thought that the Lubben-6 scale (Lubben et al., 2006) with its more ‘objective’ style questions
ascertaining the degree of perceived social support from friends and family might be the preferred
instrument for use in routine care settings such as for HACC assessments. The focus of these
assessments it to identify those people that may require further assistance or be linked to
community programs / services. Initial data also indicates the more recently developed 6 item scale
has as good psychometric characteristics as the 12 item LSNS-R and a shorter instrument is
generally preferred in such settings. However, no studies were found where the Lubben Scales
were used to assess the outcomes of interventions for social isolation and this is a research area
which needs to be further addressed.
5.2.3

The Medical Outcomes Study Social Support Survey

The Medical Outcomes Study Social Support Survey (Sherbourne and Stewart, 1991) has 20 items
assessing the perceived availability of social support in various situations (e.g. how often is there
someone to help you if you were confined to bed/someone to confide in etc.). The first question of
the scale also asks how many close friends and relatives the responder has in their social network.
The MOS-SSS has established reliability and validity in a wide range of languages and cultures. It
was developed using a large sample of patients with chronic disease and has been used in a wide
variety of clinical populations since then. It seems that its main psychometric issues are its
consistently high alpha values, and discrepancies between studies in the number of factors found.
These two issues are not unrelated, in that if all the items are so closely related then it’s going to be
difficult to separate out individual reliable factors. Internal consistency reliability estimates have
commonly exceeded 0.90 and this also indicates some degree of item redundancy. Gjesfjeld et al.
(2008) have proposed two shortened versions of the scale – a 12-item version and a 4-item version
which may overcome this issue. While these versions have not been reviewed here, in Gjesfjeld et
al.’s (2008) paper these versions appeared to have similar reliability and validity results as the
original version.
In terms of the varying evidence in regards to the number of factors identified, using the four-factor
solution in a Taiwanese version of the scale, Shyu et al. (2006) found that almost half the items had
lower item-own subscale correlations than item-other subscale correlations. According to Westaway
et al. (2005) it seems more likely that involvement in close, caring relationships linked to practical
assistance underlie the various conceptual definitions and empirical measures of social support. The
authors of the MOS have stated themselves that emotional and informational support indicated
support communication, and they suspected that what they had labelled affection was really
emotional support (Stewart et al., 1999). Thus some more work may need to be done in delineating
the subscales (if there are any) that make up the MOS-SSS.
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The MOS-SSS scale (Sherbourne and Stewart, 1991) with 20 items is a rather long scale and
although there have been shorter versions suggested none of these has been sufficiently validated
as yet. It has very high internal consistency reliability which suggests that there is an element of item
redundancy which could be addressed in the revision of a shorter version. If a study to compare the
leading measures were undertaken it would be useful to include these items in a data set.
5.2.4

The Multidimensional Scale of Perceived Social Support

The Multidimensional Scale of Perceived Social Support (Zimet et al., 1988; 1990) has 12 items and
three subscales: Support from Family, Support from Friends and Support from Significant Others
(e.g. boyfriend/girlfriend/partner but this could also be doctor or counsellor).
With respect to administration time with 12 items, the MSPSS is longer than some shorter 6 item
measures but still would be quite quick to complete. Also, it is claimed the MSPSS items are easy to
understand requiring only a fourth grade reading level. The large number of references found in
literature searches indicates that the instrument is popular and widely used across a range of
cultures, clinical populations and age groups. It has shown to be responsive in intervention studies
in both clinical and normal populations. Generally the psychometric properties of the instrument
appear to be sound (refer Table 1).
The main disadvantage seems to be a lack of clarity concerning the Significant Others subscale.
While a majority of studies found support for this factor, there were a number that noted it was hard
to differentiate from the Family and Friends subscales and other studies struggled to find any
evidence for this factor at all. Eker et al. (2000) wrote a revision which removed the “special person”
definition from the Significant Other subscale items and added an explanation of who a special
person might be in parentheses after each statement (e.g. a girlfriend/boyfriend, fiancé, relative,
neighbour, or doctor). However, it is not clear which studies have used this revised version.
For use with the elderly a suggestion was made that the ‘significant other’ items could be defined as
referring to formal carers and this suggestion could be explored further. The linguistic validation pilot
testing verified that responders, including younger people, were confused or unclear about ‘the
‘significant other’ or ‘special person’ aspects of this scale. The utility of the Significant Other scale
for elderly adults needs to be examined in further research. Given these considerations the other
scales are currently preferred for use with elderly samples. On the other hand this is one of the only
scales which have been used as an outcomes measure in several studies. The evidence suggests it
is sensitive to changes in treatment outcome.
5.2.5

The Friendship Scale

The Friendship Scale (Hawthorne 2006; Hawthorne 2008), a recently developed Australian
instrument, was rated as the runner-up instrument and was considered for selection for
comprehensive review. However, as there are only 2 publications on this instrument, both by the
instrument author, it was not selected for comprehensive review. However, it has been included in
the instrument comparison table below. Despite the lack of publications it scores quite well on the
instrument evaluation criteria and it is a promising new instrument and its ratings are likely to
improve as a more substantial literature base becomes available. A description of the instrument
can be found in Section 4. If a study to compare the leading measures of social isolation were
undertaken it would also be useful to include these items in a data set.
5.2.6

Summary of Comparative Ratings for the Social Isolation Instruments

The four leading instruments were all comprehensively reviewed and these reviews can be found in
Appendix 3. The four reviewed instruments all have good psychometric properties and score well on
the instrument review criteria (refer to Table 1 reprinted below). Three of the instruments have much
the same scores but the MOS-SSS is a longer instrument with indications of item redundancy so
this did not score quite as well on some criteria as the other instruments. The Friendship Scale was
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not selected for comprehensive review as it is a new instrument with very few independent
publications as yet .This is reflected in the scores received for a number of the criteria in Table 1.

Table 1 – Reprinted Summary of Ratings for Social Isolation Instruments
Criteria

Weight

DJGLS

MSPSS

LSNS

MOS SSS

Theoretical basis

3

3

3

3

3

Friendship
Scalea
3

Availability of
comparison data
Length

3

3

2.5

2

2.5

1.5

2

3

3

3

2

3

2

2.5

3

3

2

3

1

2

2

2

2

2

2

3

3

3

3

3

Sensitivity (Target
Group)
Reliability

3

2.5

2

2.5

2.5

2

3

2.5

3

3

3

2

Validity

3

2.5

2.5

2.5

2.5

2

Cost-instrument

2

3

3

3

3

3

Cost-staff

2

3

3

3

3

3

71.5

71

71

68.5

57.5

Complexity of
admin
Cultural
Appropriateness
Ease obtain score

Weighted Total

a. This is a new instrument with very few publications (including independent publications) as yet – but the limited available
evidence is promising.
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6

Review of Items from Population and Community Health Surveys

In population and community health surveys there are limits to the number of items that can be
included and usually the domain of social isolation/function will be assessed by only one or two
items. However, if a particular survey item appears to have good psychometric properties then it
might be worth including it in a field study where instruments used to assess social isolation are also
being tested. It is also sometimes useful to have a single item on social functioning/isolation that can
be included in all surveys and evaluations.
In Section 2.1.1 the prevalence of social isolation and loneliness based on items and scales in
population and community surveys is discussed. In this section, the focus is to examine the items
used in such surveys to determine whether there are some useful items on social isolation for
routine inclusion in population and community surveys. The search of the practice literature reviews
a number of Australian survey instruments many from the Australian Bureau of Statistics (ABS). The
relevant ABS surveys these included:







National Health Survey
National Survey of Mental Health and Well-being 2006
General Social Survey
Survey of Disability, Ageing and Carers
Census 2006
Household Income and Labour Dynamics in Australia (HILDA) Survey

Additional surveys were identified from the NSW Health Department’s health survey program (New
South Wales Population Health Survey) and the Sax Institute (45 and Up Study). Relevant
longitudinal surveys identified were: the Women’s Health Australia survey and the Lincoln
Gerontology Centre Veterans Study (1992-1996).
A review of these identified survey instruments reveals that there are only a few items that ask about
social functioning in a way that may be useful for an assessment of individual experiences. This is
especially the case when examining items of social support and social isolation. Generally the
surveys ask about marital status and living arrangements (e.g. single lone person household) as the
Australian Census does. Some surveys also examine the emerging issue of social capital though
these questions tend to focus on involvement in community activities and personal trust and safety
issues.
A brief summary of the above survey instruments in relation to the measurement of social support
and social isolation follows.
The current version of the National Health Survey (2006) includes items on self-rated health,
disability days and mental health. It does not include the SF-36 items on social functioning.
It should be noted that the Short Form 36 Version 1 (Ware et al., 2001) was included in the 1995
Health Survey (ABS, 1997) and the SF-12 Version 1 (Ware et al., 2002) was included in the 1997
Mental Health and Wellbeing Survey (ABS, 1998). The SF-36 includes two items on social
functioning (During the past 4 weeks to what extent has your physical health or emotional problems
interfered with your normal social activities with family, friends, neighbours or groups? During the
past 4 weeks how much of the time has your physical health or emotional problems interfered with
your social activities [like visiting friends, relatives, etc.]?). These 2 items make up the social
functioning scale. In a recent Australian study, when the social functioning scale of the SF-36 was
assessed with a measure of social support (DSSI), Powers et al. (2004) found it had a low to
moderate correlations (0.28). This makes sense as the scale looks at the effect of current health on
social activities.
Although there is now substantial Australian reference data available for the two social functioning
items within the SF-36, the reliability of this subscale is the lowest amongst all scales contained
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within the SF-36. As mentioned earlier in Section 2.1 other health status, function and health related
quality of life scales also have social functioning subscales and generally these suffer from poor
reliability or limited sampling of the domain of social functioning.
The National Survey of Mental Health and Well-being 2007 (ABS, 2008) included a detailed section
about social networks. It asks about the number of friends and family you are in contact with, the
number of friends and family members you can rely on as well as confide with; and how much you
can rely on and confide with your spouse.
The General Social Survey also has similar questions to the National Survey of Mental Health and
Well-being, plus detailed questions on the type of contact (telephone, mobile phone, SMS, Internet,
Mail etc.) and involvement in social activities (e.g. visited or was visited by friends, went out with or
met a group of friends, spent time in internet social activity). However, some problems were
identified with some questions due to their binary nature (i.e. Yes/No responses) and their
descriptive nature (who could you ask for support in a crisis; what other type of contact have you
had with family or friends). The General Social Survey also contains additional questions on
stressors, involvement in groups, trust and safety issues, community activities, support for others,
unpaid help, volunteer work, participation in culture, leisure and sport activities.
The Survey of Disability, Ageing and Carers (2003) (ABS, 2004) and the 2009 version contain items
on social participation inside (visits from friends, telephone calls with family and friends) and outside
of the home (visits to museum/art gallery, attended cinema), as well as computer use. An interesting
question asks why a person is housebound. Additional questions look at any attendance at
supervised activity (undefined) per week and the effects of the caring role on carers. These
questions look at the effects of caring on finances, sleep, well-being, work and friendships amongst
other things, but not on social activity in general.
The Census 2006 does not contain questions about social support and social isolation. Information
is inferred from household descriptors e.g. marital status and living arrangements.
The Household Income and Labour Dynamics in Australia (HILDA) Survey include a simple question
on the amount of social activity. Interestingly, when compared to the other surveys, this survey also
includes questions on loneliness and the perceived social support. The survey also has questions
about the satisfaction with relationships and household tasks.
The New South Wales Population Health Survey includes a module on social capital which includes
items on Participation (Attended a community event at least once in the last six months), Trust (Most
people can be trusted), Safety (Feel safe walking down their street after dark), Reciprocity–Social
engagement (Visit neighbours).
The Sax Institute (45 and Up Study) has a three questions on social activity and one on social
support. These may require revision as the social activity questions are open-ended and the
question on who you can rely on includes an additional qualifier concerning travel.
The Women’s Health Survey used a 10 item version of the Duke Social Support Index (DSSI)
(Powers et al., 2004) with their elderly cohort survey.
The Lincoln Gerontology Centre Veterans Study (Gardner et al., 2000) identified that social isolation
is associated with decreased social activity in the previous 5 years and poor self-rated health. The
methodology for the study used a survey of social participation including questions about contact
with family and friends, excursions, social outings, church activities, and visits to recreational or
sporting clubs across the two time points. Any decline in social activity reports was examined, as
well as asking people whether they were satisfied with their current level of social activity.
With regard to the inclusion of items in international surveys Holmen et al. (2000) in Sweden have
also used single items to assess social loneliness and emotional loneliness. No psychometric
properties have been reported for these items. Kristjansson et al. (2001) developed a 6-item scale,
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the Indicator of Support for Community-Residing Older Canadians for the Canadian Study of Health
and Ageing. It was designed to measure the size of the helping network and thus identify a lack of
social support, which was defined as social isolation. The items are a collection of so called
‘objective’ and ‘subjective’ items that cover the number of people lived with, the number of people
available to provide help, the relationship with the main supporter, perceived closeness to this main
supporter, the number of people who would help if the respondent was ill, and the time for help to
arrive if the respondent was injured. The content of the items raises issues around the meaning of
the scale. For example, the number of people lived with may reflect on the size of the social network
but one might not assume that living alone necessarily implies that an individual will experience
social isolation. Similarly the perceived time for help to arrive could reflect a number of factors (e.g.
distance) apart from the adequacy/inadequacy of the social network.
Wenger (1983) developed a short scale (8-items) measuring the inadequacy of social contacts,
which was later, described as a loneliness scale (Wenger and Burholt, 2004). Item content covers
feeling lonely, seeing enough of friends/relatives, meeting people, having a confidant, wishing for
more friends, having real friends and spending Christmas alone. A second scale indicating social
isolation covered living alone, having no close relatives, never visiting, having no contact with
neighbours, no telephone, being alone for more than 9 hours a day, nearest neighbour more than 50
yards away and never leaving the house (Wenger and Burholt, 2004). As admitted by the
researchers, these were more a collection of items than psychometric scales. The relevance and
content of some of these items may be queried. For example the question concerning spending
Christmas alone is confounded by cultural issues.
Victor et al. (2005) highlights the similarities and differences between the direct questions on
loneliness (Do you feel lonely?) and multidimensional scales (e.g. De Jong Gierveld scale). They
describe this difference in the literature as the difference between the public and private
representations of loneliness. However, their data from the UK and Australia suggest that these two
different types of measures produce similar reported levels of loneliness in older people. Victor et al.
(2005) suggests that some further research needs to be conducted on direct questions of loneliness
by improving the response categories. Victor (2005) suggests examining the interpretation of
relative value terms used in the response categories to items like “sometimes” with actual value
terms like “every day” or “once a week”.
In a related study to Victor et al. (2005), in Perth, Western Australia, Steed et al. (2007) conducted a
prevalence study into loneliness with older people (65 – 85 years). They used the same single item
as for Victor et al. (2005) but also included the UCLA loneliness scale and the De Jong Gierveld
Loneliness scale. They found a similar prevalence rate of 6.7 – 8.7% for severe loneliness across
the measures but the loneliness scales reported higher levels of moderate to mild loneliness than
did the single item.
This review of the academic research literature highlights the importance of using objective and
subjective questions about social support and social isolation; and how it is useful to have one or
two objective items that are used in national surveys for comparison purposes.
From this analysis a number of useful items were selected. These are presented in Table 20.
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Table 20

Useful items selected from the review of a number of Australian survey
instruments

Useful Items identified from practice surveys

Description

Source

About how many close friends and relatives do you have (people you feel
at ease with and can talk to about what is one your mind) ?

Number of close friends and
relatives

MOS-SSS

How many times in the last week did you spend time with friends or family
who do not live with you ?

Social Activity

45 and Up Study

How many times in the last week did you talk to someone (friends, relatives
or others) on the telephone ?

Social Activity

45 and Up Study

How many times in the last week did you go to meetings of social clubs,
religious groups or other groups you belong to ?

Social Activity

45 and Up Study

How many people outside your home, but within one hour of travel, do you
feel you can depend on or feel close to ?

Number of close friends and
relatives

45 and Up Study

Items on Perceived Social Support

Perceived Social Support

Household Income and Labour
Dynamics in Australia (HILDA) Survey

In general, about how often do you get together socially with friends or
relatives not living with you ?

Social Activity

Household Income and Labour
Dynamics in Australia (HILDA) Survey

Items on Social Networks

Social Network

National Survey of Mental Health and
Well-being 2007

6.1

Research Proposals Derived from Current Surveys and Practice

On closer examination, most of the above items attempt to objectively or quantitatively try to capture
the size of a person’s social network or the amount of social activity undertaken in a given time
period. The single items from the 45 and Up Study and the HILDA Survey are derived from the Duke
Social Support Index (DSSI). Note how small changes in item wording, the adding of a
particularising clause for instance, can change the numerical answer a person can give. For
instance, the questions “About how many close friends and relatives do you have (people you feel at
ease with and can talk to about what is one your mind)?” and “How many people outside your home,
but within one hour of travel, do you feel you can depend on or feel close to?” appear to be asking
the same thing but in fact differ in terms of adding a travel or location criteria, and express the need
for social support differently (i.e. the need to speak in confidence versus the need for help). Likewise
the much more closely related questions “In general, about how often do you get together socially
with friends or relatives not living with you?” and “How many times in the last week did you spend
time with friends or family who do not live with you?” may also produce different answers from
people. The need for item wording consistency is a common caution for researchers looking at data
obtained from epidemiological studies and surveys.
Another issue is how people, as they get older, use and interact with telecommunication devices
(e.g. telephone, computers). Older people may lose the ability to use the telephone, either through
problems such as hearing loss, memory loss, physical disability or difficulties using modern devices.
This needs to be examined when looking at common survey questions. One example, from the
above table, is the question “How many times did you talk to someone (friends, relatives or others)
on the telephone?”. Another question is from the National Survey of Mental Health and Well-being
2007 is “How often are you in contact with any members of your family – including visits, phone
calls, letters or electronic mail messages?”.
The De Jong Gierveld Loneliness Scale and Duke Social Support Instrument have been recently
used in a program evaluation examining social isolation in older people in Queensland (using a pre
and post program design). The evaluation showed positive results for three projects involving a
fitness program, community linkages, and culturally appropriate volunteers for older people (Bartlett
et al. 2008).
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The quantitative items highlighted in the table above should be considered in as alternative ways of
obtaining objective or quantitative information on social support / social isolation. They then can be
used in conjunction with items about the qualitative aspect of social support (i.e. its perception or
functional aspect). As House and Kahn (1985) advised social support is a multi-dimensional
construct and therefore we should attempt to measure two or three of its factors (existence and
quantity, aspects of network structure, and functional content).
Using these quantitative items would also allow for comparisons with representative National
population data. It also provides possible data linkages to available household information (e.g.
household structure or type) or economic information (e.g. number of hours worked or household
income) if required. Publication and analysis of social support information from the 2007 National
Survey of Mental health and Well-being will also be particularly useful.
The selected items could also be used in conjunction with data elements from the Home and
Community Care (HACC) Program Minimum Data Set (MDS) (Department of Health and Ageing,
2006) which are related to social support. Useful data elements from the MDS include:
Accommodation setting, Carer – existence of, Carer for more than one person, Functional Status,
Functional Status –additional items, Living arrangements, Relationship of carer to care recipient.
Perhaps another useful data element would be the age of the carer. This information could then be
used to describe the functional needs of different client groups, as well as the caring situation and
carer workload. This analysis, once examined for stability across regions and services, could then
be used to track back and compare available social supports (both informal and formal) and their
perception by clients.
The recent paper by Fine and Spencer (2009) highlights the potential for a program examining
social isolation for HACC services. In terms of early identification, HACC services are well
positioned to assess these issues and provide linkages to local community programs. Effective
assessment also leads to effective needs analysis / evaluation of the client base and this leads to
effective service provision – providing value and meeting the needs of the community. For example,
developing and tailoring social isolation programs for men, and improving access to transport
services as a means of reducing social isolation for HACC clients.
The items on Perceived Social Support and the items on Social Networks from the HILDA Survey
and the 2007 National Survey of Mental Health and Well-being should be consider as alternative
measures of social support developed in Australia. The items on Social Networks are derived from
the World Mental Health Survey Initiative version of Composite International Diagnostic Interview
(WMH-CIDI) (Slade et al. 2009). Items ask about the existence of certain types of support (help
reliance, confidence) and the number of people available and the frequency of support. Questions
include: “Do you have any family members you can rely on for help if you have a serious problem?”;
“How many friends can you confide in?” The items on Perceived Social Support are derived from
questions produced work by Henderson et al. (1978) when developing the Interview Schedule for
Social Interaction (ISSI) and additional questions from a social support scale developed by Marshall
and Barnett (1993) in the US. Published data (from HILDA Survey Wave 2) on these items is in a
paper by Flood (2005). People are asked whether they agree with the 10 statements. Statements
include: “People don’t come to visit me as often as I like”; “I seem to have a lot of friends”; “I often
feel very lonely”; “I have no one to lean on in times of trouble”; “When I need someone to help me
out, I can usually find someone”.
If resources are available, a useful piece of work would be to compare the individual quantitative
survey items identified here to determine their inter-relationships and comparative properties (for
example, one research question could be: Does limiting a question to the number of friends and
relatives who are within one hour of travel from a person always give a smaller number than a
question which does not use this travel limiter?). This research could potentially develop useful
cross-walks between the items used in the various surveys.
In terms of undertaking a full-scale research analysis of social support, social relationships and
social resources the Older Americans’ Resource and Services Schedule - Multidimensional
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Functional Assessment Questionnaire (OARS-MFAQ) Social Resources Scale (OARS-SRS)
provides a detailed picture of a client’s resources and supports. The questionnaire also includes
self-report items and clinical ratings on social resources (McDowell, 2006). A recent paper looking at
the reliability and validity of the scale in Europe has been published by Burholt et al. (2007).
In using these items it is also recommended to combine these items or instruments with the
standard self-rated health item from the SF-36 (SF-36 Question 1). This item also provides useful
descriptive and predictive information on individual health status, enabling comparisons about
clients across studies and sites.
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7
7.1

Linguistic Validation Study
Aims and Methods

In line with the project plan (see Activity 4), an ethics application concerning the Translation,
Linguistic Validation and Concept Confirmation of a Measure of Social Support and Social Isolation
was submitted to the on University of Wollongong and South Eastern Sydney and Illawarra Area
Health Service Health and Medical, Human Research Ethics Committee Ethics (ED00150) (HREC)
for their consideration on 30 September 2009. This application outlined the proposed interview
methodology and proposed assessment instruments for the study, as well as its objectives,
recruitment strategy, participant payment, and data storage and confidentiality issues. The project
was finally approved by the HREC on 4 February 2010 after some additional correspondence
clarifying aspects of the project with the investigators over the Christmas holiday period.
This pilot study aimed to produce linguistically valid translations of the measure of social support
and social isolation which are relevant for use in Australia amongst the target groups identified. This
psychometric research will also examine the concepts of social support and social isolation, in
addition to the translational and linguistic aspects of the measures.
The three target groups for this project are English speaking, healthy and non-disabled older people,
younger adults, and carers of younger adults with a disability. The aim was to assess whether the
recommended measures (and their individual questions) are understandable and suitable for the
general healthy Australian population, prior to their use with clinical samples or with other special
groups within the Australian population (e.g. CALD groups or Indigenous people). This pilot process
is important first step to ensure that instruments can be applied in a new country / population group
and are thus suitable for field testing. This methodology of translation / linguistic validation / concept
confirmation is consistent with the generally agreed approaches to cognitive interviewing as outlined
in Willis et al. (2005) and Wild et al. (2005).
The project included was a pilot test concerning the linguistic validation of the measures for
Australian English. A linguistic validation study checks the responders understanding of each item
and its response options. This is a very important step to undertake when the instruments have
been developed in a different country even if the language is English – American English can be
quite different to Australian English with respect to the terms used and the appropriateness of
spelling, language and grammar. However, given that one of the instruments, the De Jong Gierveld
Loneliness Scale was developed in Dutch it is crucial to assess the applicability of the instrument in
the Australian context.
The project team selected 5-10 individuals from the following groups: older people (65 years +);
younger adults (21 – 64 years); and carers (of younger adults with disability). Face to face
interviews with these individuals were undertaken using a standard proforma.
Seventeen participants in total were recruited by convenience sample. Participants were recruited
by local contacts, e-mail and local advertisement. A phone number was provided on the advertising
which allowed potential participants to call the University and register their interest. When a potential
participant called the university, their names and contact details were recorded. The research
interviewer then contacted the potential participant to check their eligibility to participate.
A screener was developed to determine the participant’s suitability. Participants were screened for
their age bracket, sex, perceived health rating and carer status. The participant’s responses to the
screener questions determined their suitability for the interview and what group they would be
assigned to.
Sincere thanks are given to the staff at Carers NSW who assisted in the recruitment of carers for the
study. Special thanks to Mike Faulk, Allison Parkinson, Carol Clegg and Colleen Sheen.
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7.2

Results and Discussion

This pilot study was concerned with examining the linguistic validation of selected measures of
social isolation and social support. Interviews were conducted to check that the participants
understood the questions. By comparing difficulties encountered when interviewing the participants,
the study identifies which items or response categories were difficult to understand. This provides
data to justify changes to any of the instruments prior to field testing. This study assessed the
linguistic validity of the 4 promising instruments to assess social isolation in routine care plus the
Friendship Scale as well as two other recommended instruments used in ADHC settings. These
instruments were the:








De Jong Gierveld Loneliness Scale
Lubben Social Network Scale – Revised
Multidimensional Scale of Perceived Social Support
Medical Outcomes Study Social Support Survey (MOS-SSS-4 Item +1)
The Friendship Scale
National HACC Functional Screening Instrument
Zarit Carer Screen (Australian Modified)

During the linguistic validation, participants (n=17) consistently found three instruments to have
moderate to high levels of reported difficulty. The De Jong Gierveld Loneliness Scale was found to
have 18 recorded difficulties in 10 of the 23 interview elements. The Multidimensional Scale of
Perceived Social Support was found to have 25 recorded difficulties in 5 of the 32 interview
elements. The Friendship Scale was found to have 6 recorded difficulties in 4 of the 12 interview
elements. Alternatively, four instruments were found to have low levels of reported difficulty.





Lubben Social Network Scale (2 difficulties)
Medical Outcomes Study Social Support Survey (MOS-SSS-4 Item +1) (1 difficulty)
National HACC Functional Screening Instrument (2 difficulty)
Zarit Carer Screen (3 difficulties)

In the De Jong Gierveld Loneliness Scale and the Multidimensional Scale of Perceived Social
Support, consistent difficulties occurred in specific elements or items. These elements recorded over
3 difficulties each and are listed in Table 21.

Table 21

Questionnaire Elements with over 3 Difficulties Recorded in the Linguistic
Validation Study

Scale
Element
De Jong Gierveld Loneliness 14. Yes!
Scale
18. No!
13. I call on my friends
whenever I need them
2. There is a special person
Multidimensional Scale of
who is around when I am in
Perceived Social Support
need
3. There is a special person
with whom I can share my joys
and sorrows
6. I have a special person who
is a real source of comfort for
me
11. There is a special person
in my life who cares about my
feelings
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These results suggest that specific elements need to be changed or modified in these instruments.
For the De Jong Gierveld Loneliness Scale the response category variables ‘Yes!’ (element 14) and
‘No!’ (element 18) and Question 13 – ‘I call on my friends whenever I need them’ need revision.
These results which record difficulties with the response categories suggest that a standard 1 – 5
scoring system would be an improvement to the scale.
For the Multidimensional Scale of Perceived Social Support the following questions require revision:
Question 2 – ‘There is a special person who is around when I am in need’, Question 3 – ‘There is a
special person with whom I can share my joys and sorrows’, Question 6 – ‘I have a special person
who is a real source of comfort for me’ and Question 11 – ‘There is a special person in my life who
cares about my feelings’. Difficulties with these questions were recorded in the young adults group
and concerned the significant other (special person) subscale. This difficulty with the term special
person may also present problems for cognitively impairment elderly or disabled who may not be
able to distinguish between different types of carers.
On the Friendship Scale, some difficulties were noted in a number of questions for the carers who
were interviewed. This may indicate that some questions hold a different meaning for carers and
require further revision.
In conclusion, this linguistic validation study suggests that the De Jong Gierveld Loneliness Scale,
the Multidimensional Scale of Perceived Social Support require further refinement to be considered
suitable for use with the Australian population. Some minor comprehension difficulties were also
found on some items of the Friendship Scale. The similarity in the difficulties recorded for these
items or elements suggests that certain elements need to be revised or reworded for the Australian
population.
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8

Conclusions

This report examined the following components:







Literature review: This examines the construct of social isolation; the research and practice
literature (population and community surveys, particular target groups, interventions to
address social isolation, assessment of social isolation in routine practice) and the literature
on instruments used to assess social isolation/lack of perceived social support
Identification and selection of contender instruments for the assessment of social isolation
Comprehensive review of the selected instruments
Pilot testing concerning the linguistic validation (Australian English) of the instruments
Recommendations concerning further research that is advised.

In Section 2 the concept of social isolation is discussed. Various definitions and theories concerning
social isolation and social support have been proposed and are discussed. This project has a focus
on assessing the social isolation of the individual rather than a very broad focus on social
functioning which could incorporate more collective notions such as social capital or community
integration. The latter constructs are important from a population health perspective, but their
measurement is at an early stage of development. This area requires substantial research
development and they are not the focus of this particular project. With respect to the individual social
Isolation can be perceived as a continuum with the positive end being described as perceived social
support, social participation/function and social connectedness. The negative end of the continuum
may be described as an absence of social function/participation/support; social isolation and
loneliness
In Section 2.1 the review of the research and practice literature is outlined. The research and
practice literature examines population and community surveys, particular target groups,
interventions to address social isolation, and the assessment of social isolation in routine practice
and focuses on the particular target groups for the project. A number of key findings were:






Single items on loneliness/social isolation are the most often used in Australian surveys; only
a few surveys have included even short standardised instruments. There is a general lack of
Australian normative data for standardised assessments of social isolation. National and
State population surveys could consider the routine inclusion of standardised and validated
items or short standardised scales on social isolation and examine population health
differentials and risk factors in relation to these.
A number of research/practice studies focus on the elderly but very few studies focus on
carers or people with disabilities
There are relatively few empirically sound evaluations of social isolation interventions; most
studies have failed to include a standardised measure of social support/isolation to assess
outcomes
Social support/isolation is rarely assessed in routine practice even for groups considered to
be at risk. Where assessed, the approach is often unsystematic

From the instrument literature searches (refer Section 3.1) a list of 155 instruments was derived.
Initially instruments were examined to see if they were appropriate to the target groups (e.g. young
adults with disabilities and their carers and the elderly) and instruments were excluded if they were
not considered appropriate to these target groups. For example instruments designed for young
children were excluded as the target groups contain only adults. If the target group of children is of
particular interest a follow up research could be undertaken to identify the best instruments to be
used with such a target group.
The instruments have been identified as either generic (applicable to all adults) or disease specific
(only applicable to patients with a specific disease or condition). Generic instruments are broad
measures that are applicable across diseases, health conditions and target groups and thus can be
used to compare the social isolation of these population groups. Disease specific social
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isolation/support measures contain more detail about aspects of social support/isolation that may be
specific just to that disease/condition and thus are not useful for making comparison across groups.
Given the target groups include the elderly, young adults with disabilities and their carers, a generic
instrument that can be used with all groups is clearly to be preferred. Thus, disease specific
measures of social isolation (e.g. Diabetes Social Support Scale for Friends; Bearman and La
Greca, 2002) have been excluded from this review. Again, if a particular disease or health condition
is of particular interest (e.g. diabetes) a similar research activity can be undertaken to identify the
best instruments for that condition but generic measures would remain in consideration as they have
that advantage of enabling comparisons across groups.
Given the focus of this project is to identify an instrument or items that will be useful for the
assessment of social isolation in routine care, lengthy instruments (40 or more items) or those that
require more than 20 minutes to administer (e.g. interview schedules) were rejected.
Following these considerations, Table 5 (Section 3.1) lists the remaining 69 of the instruments
identified and also incorporates an impact assessment. This considers MEDLINE, text and web
impacts; presence in instrument databases (e.g. PROQOLID); and whether the instrument is
available in English, has an appropriate focus (see above), and is appropriate to the Australian
context and clinical and community practice.
This process led to the identification of the leading 11 instruments short listed for consideration
(refer Section 3, Table 6). A brief description of each of the short listed measures can be found in
Section 4. The instruments on the shortlist and their impact assessments were examined further by
the project team and 4 instruments were selected for more comprehensive review (refer Sections 1
and 5, Table 1). These instruments are the:





De Jong Gierveld Loneliness Scales (DJGLS)
Lubben Social Network Scales (LSNS)
Medical Outcomes Study Social Support Survey (MOS-SSS)
Multidimensional Scale of Perceived Social Support (MSPSS)

The Friendship Scale (Hawthorne 2006; Hawthorne 2008), a recently developed Australian
instrument, was considered as the runner-up instrument. It has been included in the comparative
instrument ratings table (see Table below) but was not selected for comprehensive review as there
are only 2 publications available on this instrument - but it is described in Section 4.
The De Jong Gierveld Loneliness Scales (De Jong Gierveld and Kamphuis, 1985; De Jong Gierveld
and Tilburg, 2006) contain both 6 and 11 item versions. The items measure feelings on loneliness
and perceived social isolation. The scales have 2 subscales: social loneliness (lack of contact with
others e.g. there are enough people I feel close to) and emotional loneliness (feelings of loneliness
e.g. I experience a general sense of emptiness).
There are three versions of the revised Lubben Social Network Scales (Lubben and Gironda, 2003;
2004; Lubben et al., 2006) containing 6, 12, and 18 items respectively. The 6 and 12 item versions
have 2 subscales: Family Support and Friends Support. The 18 item version included a further 6
items concerning perceived support from neighbours. The questions are posed in a more objective
style – they focus on the frequency of contact the responder has with friends / family (e.g. how many
friends / relatives do you see or hear from at least once a month?) or how many people can provide
social support (e.g. how many friends/relatives do you feel close to such that you could call on them
for help?).
The Medical Outcomes Study Social Support Survey (Sherbourne and Stewart, 1991) has 20 items
assessing the perceived availability of social support in various situations (e.g. how often is there
someone to help you if you were confined to bed/someone to confide in etc.). The first question of
the scale also asks how many close friends and relatives the responder has in their social network.
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The Multidimensional Scale of Perceived Social Support (Zimet et al., 1988; 1990) has 12 items and
three subscales: Support from Family, Support from Friends and Support from Significant Others.
The ‘Significant Others’ identified are usually a boyfriend/girlfriend/partner but this could also
include a doctor, counsellor or other service provider. The client usually identifies who they view as
the ‘significant other’ but potentially clients could be directed to include service providers in
consideration of this aspect of the scale.).
These instruments were all comprehensively reviewed and these reviews can be found in Appendix
3. The four reviewed instruments all have good psychometric properties and score well on the
instrument review criteria (refer to Table 1 reprinted below). Three of the instruments have much the
same scores but the MOS-SSS is a longer instrument with indications of item redundancy so this did
not score quite as well on some criteria as the other instruments.

Table 1 – Reprinted Summary of Ratings for Social Isolation Instruments
Criteria

Weight

DJGLS

MSPSS

LSNS

MOS SSS

Theoretical basis

3

3

3

3

3

Friendship
Scalea
3

Availability of
comparison data
Length

3

3

2.5

2

2.5

1.5

2

3

3

3

2

3

2

2.5

3

3

2

3

1

2

2

2

2

2

2

3

3

3

3

3

Sensitivity (Target
Group)
Reliability

3

2.5

2

2.5

2.5

2

3

2.5

3

3

3

2

Validity

3

2.5

2.5

2.5

2.5

2

Cost-instrument

2

3

3

3

3

3

Cost-staff

2

3

3

3

3

3

71.5

71

71

68.5

57.5

Complexity of
admin
Cultural
Appropriateness
Ease obtain score

Weighted Total

a. This is a new instrument with very few publications (including independent publications) as yet – but the limited available
evidence is promising.

It is thought that the Lubben-6 scale (Lubben et al., 2006) with its more ‘objective’ style questions
ascertaining the degree of perceived social support from friends and family might be the preferred
instrument for use in routine care settings such as for HACC assessments. The focus of these
assessments it to identify those people that may require further assistance or be linked to
community programs / services. Initial data also indicates the more recently developed 6 item scale
has as good psychometric characteristics as the 12 item LSNS-R and a shorter instrument is
generally preferred in such settings. However, no studies were found where the Lubben Scales
were used to assess the outcomes of interventions for social isolation and this is a research area
which needs to be further addressed.
The De Jong Gierveld Loneliness Scales (De Jong Gierveld and Kamphuis, 1985; De Jong Gierveld
and Tilburg, 2006) might be the preferred instrument if the intention is to focus more specifically on
loneliness. Although it contains items about lack of contact with others (e.g. social loneliness or
social isolation) it also contains items about feelings of loneliness (e.g. emotional loneliness). The 6
item version could be included in epidemiological surveys to assess loneliness or for short practice
assessments but the 11 item version might be the preferred version for research applications.
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The Multidimensional Scale of Perceived Social Support (Zimet et al., 1988; 1990) was designed to
include support received from significant others as well as family and friends. It is claimed by the
authors that the 3 subscales do measure different factors / facets of social isolation. Some factor
analytic studies have shown evidence for this third factor but in other studies this factor was hard to
differentiate from the friends and family factors and in some studies only two factors emerged (e.g.
in studies using elderly and Chinese participants). Initially, it was thought the Significant Others
scale might be more pertinent to younger adults where the ‘significant other’ may be identified as the
boyfriend/girlfriend or partner but this may be less pertinent to groups of older adults who may well
have lost their partner and who may have less opportunity for romantic attachments. For use with
the elderly a suggestion was made that the ‘significant other’ items could be defined as referring to
formal carers and this suggestion could be explored further. The linguistic validation pilot testing
verified that responders, including younger people, were confused or unclear about ‘the ‘significant
other’ or ‘special person’ aspects of this scale. The utility of the Significant Other scale for elderly
adults needs to be examined in further research. However, given these considerations the other
scales are currently preferred for use with elderly samples. On the other hand this is the only scale
which has been used as an outcomes measure in several studies and the evidence suggests it is
sensitive to changes in treatment outcome.
The MOS-SSS scale (Sherbourne and Stewart, 1991) with 20 items is a rather long scale and
although there have been shorter versions suggested none of these has been sufficiently validated
as yet. It has very high internal consistency reliability which suggests that there is an element of item
redundancy which could be addressed in the development of a shorter version. If a study to
compare the leading measures were undertaken it would be useful to include these items in a data
set.
The Friendship Scale (Hawthorne 2006; Hawthorne 2008), a recently developed Australian
instrument, was rated as the runner-up instrument and was considered for selection for
comprehensive review. However, as there are only 2 publications on this instrument, both by the
instrument author, it was not selected for comprehensive review. However, it has been included in
the instrument comparison table. Despite the lack of publications it scores quite well on the
evaluation criteria and it is a promising new instrument and its ratings are likely to improve as a
more substantial literature base becomes available. A description of the instrument can be found in
Section 4. If a study to compare the leading measures of social isolation were undertaken it would
also be useful to include these items in a data set.
The project included a small pilot test concerning the linguistic validation of the measures for
Australian English. A linguistic validation study checks that the responders understand each item
and its response options clearly. This is a very important step to undertake when the instruments
have been developed in a different country even if the language is English – American English can
be quite different to Australian English with respect to the terms used and the appropriateness of
spelling, language and grammar. However, given that one of the instruments, the De Jong Gierveld
Loneliness Scale was developed in Dutch it is crucial to assess the applicability of the instrument in
the Australian context. Further details of the linguistic validation study can be found in Section 8.
Problems were reported concerning the understanding of the response categories for the De Jong
Gierveld Loneliness Scales (e.g. No! / No / More or less / Yes / Yes!). Some people were unclear as
to what the response categories with exclamation marks (e.g. No! or Yes!) meant. These response
categories will need to be modified for Australian use. Problems were also experienced concerning
the meaning of a ‘special person’ in the Significant Other subscale of the MSPSS. The wording of
these items should be changed for Australian use and this is discussed further in Section 8. In the
Lubben Scales the English used is US English and thus the spelling of ‘neighbors’ and ‘thru’ should
be changed for Australian use.
With respect to people from Culturally and Linguistically Diverse (CALD) backgrounds a number of
the leading instruments have already been used in other cultures and there are translations
available for a number of other languages (refer to the reviews in Appendix 3). It may also be useful
to consider the development of a simplified English version of a social isolation scale that could be
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used with CALD clients and/or their interpreters. The cultural appropriateness of the construct of
social isolation embedded within these scales could also be examined in focus groups with
representatives from CALD groups as part of the development of a simplified English version.
It is noted that the authors do not consider these instruments appropriate for use with Aboriginal and
Torres Strait Islander groups. Senior (in Sansoni et al., 2008) examined the appropriateness of the
De Jong Gierveld Loneliness Scales for use with rural and remote Indigenous populations. Senior
noted that people in remote Indigenous communities may not have a concept of loneliness and it
may be a difficult construct to explore in a community where dependence on the family is the norm.
Questions that contain ideas about the circle of friends may not be relevant in a community where
everyone is related. These considerations would equally apply to the other instruments that have
been recommended. It is suggested that further research will be required to explore the best way to
assess notions of social support/social connectedness/social isolation in both urban and rural and
remote Indigenous communities. A potential outcome of such work might be to develop a more
culturally appropriate simplified English Scale for use with rural and remote Indigenous people.
There is also a need to develop proxy, other-rater or informant versions of these instruments that
could be used for clients with a cognitive impairment. While it is acknowledged that direct
measurement should always be preferred to indirect/proxy/informant measurement this is not
always possible if the client does not have the cognitive capacity to self rate. Self report instruments
are clearly not suitable for use with people with severe dementia (MMSE of 10 or less) and require
an assisted interview administration for those with an MMSE less than 15 (Novella et al., 2001).
Only one instrument had a rating version available for the instrument. Rubenstein et al. (1994) and
Tremethick (2007) report on social worker ratings using a rating version of the original Lubben
Social Network Scale and they reported an inter-rater reliability of 0.85 amongst the social workers.
This scale has since been revised so the rating version would also need to be updated and
validated.
It is noted that during the course of this project that there are very few studies where there has been
a head to head comparison of even two of these instruments in a data set. Where a comparison has
been made the sample size is usually quite small. It would be very useful to conduct a study to
examine:







how all the instruments compare with each other when using the same sample
to what degree each of these instruments correlate with each other and with identified risk
factors in the same data set
to test alternative wording of the response categories for the DJGLS and for some item
stems in the MSPSS
to examine the factor structure of social isolation in relation to associated items (e.g. function
and depression)
to identify the psychometric properties of items/instruments in a large population sample. It is
possible that the best items to assess social isolation may come from a number of scales
It would be very useful to get Australian normative data for each of these instruments to
facilitate assessment and interpretation

It is recommended that room for these leading social isolation scales and related items (e.g.
function, depression) is purchased in the next South Australian Health Omnibus Survey (SAHOS).
SAHOS is a user pays health survey and a 3,000 person sample is collected on an annual basis.
The SAHOS group has trained interviewers that sample households throughout South Australia and
the obtained data is weighted by Australian Bureau of Statistics population estimates to achieve
representativeness. A cleaned data set is then provided to the purchaser for data analysis. If
Ageing, Disability and Home Care, NSW Dept. of Human Services are interested in exploring this
approach further the SAHOS group could be contacted to ascertain the actual costs of undertaking
this approach. An estimate of current cost is $2250 per item if there are 10 or more items but it is
possible there may be a discount for a larger number of items. Alternatively the items could be
inserted in a relevant NSW survey if there is sufficient room for the items to be included. Apart from
examining the psychometric properties of thye instruments and items this work could also examine
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differentials in social isolation with regard to subgroups or strata within the Australian population
(e.g. NES/CALD background, socioeconomic status, living alone, partnership status etc.).
It has also been noted that there are few studies where any of these instruments have been used to
assess the outcomes of an intervention for social isolation. Only one of the instruments, the MSPSS,
has been used to assess outcomes in a number of studies. For outcomes evaluation it is essential
that the sensitivity of instrument to detect change following an intervention is assessed. It would be
useful to examine the effectiveness of some social isolation interventions (e.g. group activity,
network building, friendship enrichment and visiting programs) using such standardised measures. It
is recommended that a field study examining the outcomes of a social isolation intervention be
undertaken to examine the Lubben, MSPSS and the DJGLS for their utility as outcome measures.
In conclusion the best instruments for the effective assessment for social isolation/support for these
targets groups have been identified. It would be desirable if these instruments could be trialled
further with Ageing, Disability and Home Care clients either for assessment purposes or for the
outcome evaluation of interventions used to address social isolation for these target groups. A
number of the items and shorter scales identified could be used in epidemiological studies to assess
the prevalence of social isolation and to further analyse the risk factors and health differentials that
pertain to this. A program of further research has been outlined to clarify the construct of social
isolation and its effective measurement and this is strongly recommended particularly given that the
research in this field could be considered immature in its development. Further research is also
recommended concerning related, but broader aspects, such as the assessment of social capital,
social inclusion/exclusion and community integration which may also be useful to reflect on
population health parameters.
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Appendix 1

CHSD Literature Search Methodology

The Centre for Health Service Development (CHSD) has developed a best practice, literature
1
search methodology to find key articles / documents from the Scientific and Practice Literature
(both National and International). This methodology is based on state-of-the-art guidelines for health
technology assessments and systematic reviews of the literature1-7, and uses the COSI Model8
(see Figure 1) to guide the search process. This model consists of three elements:


The COre search



The Standard search



The Ideal search

These are “ranked in the order of expected yield (in terms of return for time spent)”.8

Figure 1 Shows the COSI model in pictorial form and demonstrates the levels of relevant
recall that can be expected from each section of the search.8
The CHSD Literature Search Methodology has a number of drills and layers to ensure adequate
coverage of the Scientific and Practice Literature. These include:
Scientific Literature
 Scientific Literature Search (eg. MEDLINE, PsycINFO)
 Evidence Based Health Care Search (eg. the Cochrane Library)
Practice Literature
 Surface WEB (eg. GOOGLE)
 Deep WEB (eg. Complete Planet)
 Country by Country (eg. Health Departments, National Libraries, Key Universities)
 Specific Sites (eg. OMNI, Grey Literature Report, OrganizedWisdom.com)
 Commercial Web Sites (eg. AMAZON.com)
1

= Also known as Grey Literature
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Other Areas (eg. International Conferences and Professional Associations)

Traditional Methods
 Hand searching of key journals (eg. Cancer, BMJ)
 “Ask the Experts” – Consultation
Advanced Methods
 Using Clinical Queries http://hiru.mcmaster.ca/hedges/ to find intervention studies and reviews of
the literature
To make sure that important articles are not discarded a “buddy system” is used during the culling
process.9
Finally, this proposal includes a scoping phase for search terms (PUBMED MeSH Browser,
Thesaurus of Psychological Index Terms), support from the University Librarian and a consultation
phase with relevant stakeholders, known as “Ask the Experts”.
Nick Marosszkey
Research Fellow
20 October 2008
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Appendix 2

Revised AHOC Instrument Review Sheet 2009

Title:
Abbreviations:
Author(s) Name:
Author(s) Address:
Supplied by:
Cost:
Training requirements:
Purpose:
Administration time:
Instrument Type:
Structure:
Scoring:
Developed for:
Normative Data:
Clinical/Reference Data:
Applications:
Carer and/or
Patient Use of Instrument:

Effective Assessment of Social Isolation

Page 93

Centre for Health Service Development

Psychometric Criteria

RELIABILITY

Internal consistency
The extent to which items in a
(sub) scale are inter-correlated; a
measure of the homogeneity of a
(sub)scale

Studies
Reported &
References

Adequacy
Checks

Comment

□ Alpha >0.70
□ Marginal or inadequate
internal consistency
(<0.70)
□ No information found on
internal consistency

Cronbach's alpha should be
between 0.70 and 0.90 for every
dimension / sub-scale

Test – retest
The extent to which the same
results are obtained on repeated
administrations of the same
questionnaire when no change in
physical functioning has
occurred

□ ICC >.70
Time intervals and
confidence intervals
reported
□ Marginal or inadequate
test-retest reliability
ICC<.70
□ No information found on
test-retest reliability

Calculation of an intraclass
correlation coefficient (ICC); and
an ICC > 0.70 is desired
Preferred if time interval and
confidence intervals were
presented

Inter – rater
Limits of agreement, Kappa, or
standard error of measurement
(SEM) were presented
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□ Agreement reported
and adequate
□ Inadequate inter-rater
agreement
□ No information provided
□ Not applicable
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VALIDITY

Content
The extent to which the domain
of interest is comprehensively
sampled by the items in the
questionnaire

Construct
The extent to which scores on
the questionnaire relate to other
measures in a manner that is
consistent with theoretically
derived hypothesis concerning
the domains that are measured

Construct: Internal Structure
Information provided on factor
structure

Construct: Correlation with
other measures
Comparisons made to other
measures
Construct: Discriminant
Validity
The scale differentiates between
relevant categories of
respondent e.g. sick vs. well,
varying degrees of severity
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Studies
Reported &
References

Adequacy
Checks

Comment

□ Patients/target groups
and experts were
involved during item
selection and/or item
reduction
□ Patients/target groups
were consulted for
reading and
comprehension
□ No patient/target group
involvement
□ No information found on
content validity
□ There is an adequate
coverage of relevant
domains
□ There is limited
coverage of relevant
domains
□ Results were
acceptable in accordance
with the hypotheses and
an adequate comparison
measure was used
□ Limited construct
validity information
reported
□ Inadequate or no
information on construct
validity reported
□ No evidence
provided/failed a test of
dimensionality
□ Some evidence
provided to support
internal structure
□ Substantial evidence
provided to support
internal structure
□ Correlations with other
measures are reported
□ Correlations not
reported
□ Scale differentiates
between relevant
categories of respondents
□ No information provided
on discriminant validity
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□ Comparison made to
criterion measures
□ Limited comparison
with criterion measures
provided
□ No comparison with
criterion measures
provided

Criterion
Information on the relationship of
scores to gold standard
measures or clinical diagnosis is
provided

□ Authors provide 2 or
more types of information
on interpretability
□ Authors provide limited
information to assist with
interpretability
□ No information
provided

Interpretability
The degree to which one can
assign qualitative meaning to
quantitative scores
Do authors provide the following:
Presentation of means and SD of
scores before and after
treatment
Comparative data on the
distribution of scores in relevant
subgroups
Information on the relationship of
scores to well-known functional
measures or clinical diagnosis
Information on the association
between changes in scores and
patients' global ratings of the
magnitude of change they have
experienced

RESPONSIVENESS

Floor and ceiling effects
The questionnaire fails to
demonstrate a worse score in
patients who clinically
deteriorated and an improved
score in patients who clinically
improved
Authors should provide
descriptive statistics of the
distribution of scores

Sensitivity to change
The ability to detect important
change over time in the concept
being measured
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Studies
Reported &
References

Adequacy
Checks

Comment

□ Descriptive statistics of
the distribution of scores
were presented and no
major floor or ceiling
effects were detected
□ Descriptive statistics of
the distribution of scores
were presented and more
than 15% of respondents
achieved the highest or
lowest possible score
□ No or limited
information provided on
floor and ceiling effects
□ Hypotheses were
formulated and results
were in agreement
□ An adequate metric
was used (ES, SRM,
comparison with external
standard)
□ No information on
sensitivity to change was
Effective Assessment of Social Isolation
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provided
□ MCID - Information was
provided about the
magnitude of score
differences which would
be clinically meaningful
□ MCID – No information
was provided.

Cultural Applicability
and Cultural Adaptations:
Gender Appropriateness:
Age Appropriateness:

Summary:

Reporter:
Date of report:

References
Adequacy checks were modified from Bot et al. 2004 and represent world’s best practice for the selection of
health measurement instruments (see Mokkink et al., 2006).
Bot, S. D. M., Terwee, C. B., van der Windt, D. A. W. M., Bouter, L. M., Dekker, J., & de Vet, H. C. W.
(2004). Clinimetric evaluation of shoulder disability questionnaires: A systematic review of the
literature. Ann Rheum Dis, 63, 355-341.
Mokkink, L. B., Terwee, C. B., Knol, D. L., Stratford, P. W., Alonso, J., Patrick, D. L. et al. (2006).
Protocol of the COSMIN study: COnsensus-based Standards for the selection of health Measurement
INstruments. BMC Medical Research Methodology, 6.
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Table of Criteria and Weights for Instrument Ranking
Criteria and weights used to assess instruments
Instrument Name ………………Total Score = ………..
Evaluation Criteria

Scoring system

Theoretical and empirical basis for
the design and development of
the instrument and its items

1 = no or inadequate information concerning
instrument design and development is provided
2 = limited information concerning instrument design
and development is provided
3 = ample information on instrument design and
development is provided
1 = minimal or no comparison data available
2 = some comparison data available

Availability of comparison data

Length/feasibility of instrument for
inclusion in battery
Complexity of administration (for
clinician use); and cognitive
burden (for self report or proxy
instruments)
Cultural Appropriateness (ease of
use with an interpreter, client
literacy, CALD criteria including
Indigenous Australians)

Ease of obtaining score by the
evaluator

Sensitivity to the
disease/condition specified

Score

Weight

3 = Australian and international comparison data
available including normative data and clinical
reference data
1 = long instrument, 25+ items

3

3

2

2 = medium length instrument, 15-25 items
3 = short instrument, less than 15 items
1 = demanding to understand or administer

2

2 = some difficulties to understand or administer
3 = easy to understand and administer
1 = not appropriate for use by CALD or illiterate
clients, or with an interpreter

1

2 = limited appropriateness for use by CALD or
illiterate clients and interpreters
3 = appropriate for use by CALD or illiterate clients
and interpreters
1 = scoring complex and requires computer

2

2 = can be scored without computer but time
consuming
3 = scoring easy and does not require computer
1 = not known or very little evidence concerning
sensitivity to the disease or condition specified
2 = some/limited evidence concerning sensitivity to
the disease or condition specified
3 = substantial evidence of sensitivity to the disease
or condition specified
1 = little or no published evidence identified or
inadequate reliability reported
2 = some/ limited evidence of moderate to good
reliability
3 = substantial evidence suggests good reliability

3

3

Cost of the instrument

1 = little or no published evidence concerning
validity identified or inadequate validation
2 = some/limited evidence suggests moderate to
good validity
3 = substantial evidence suggests good validity
1 = costs charged for using instrument

Cost of instrument administration

2 = costs for commercial use/training costs/fees
inexpensive
3 = instrument available free of charge
1 = professional

Reliability evidence available

Validity evidence available

2 = paraprofessional/ staff member
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Comprehensive Review of the De Jong Gierveld Loneliness Scales
Title:

Loneliness Scale (usually referred to as the De Jong Gierveld Loneliness
Scale to distinguish it from other scales with the title ‘Loneliness Scale’).

Abbreviations:

N/A.

Author(s) Name:

J. De Jong Gierveld and F. Kamphuis.

Author(s) Address:

Professor Dr Jenny De Jong Gierveld
Netherlands Institute for Advanced Study in the Humanities and Social
Sciences & the Faculty of Social Sciences, Department of Sociology
The Free University
De Boelelaan 1081, NL-1081 HV Amsterdam, The Netherlands
Email: gierveld@nidi.nl

Supplied by:

A copy of the 11-item version of the De Jong Gierveld Loneliness Scale can
be found in: de Jong Gierveld J and Kamphuis F (1985) The development of a
Rasch-type loneliness scale. Applied Psychological Measurement. Vol. 9,
No.3, pp.289-299. (De Jong Gierveld and Kamphuis 1985).
A copy of the short 6-item version can be found in: De Jong Gierveld J and
Tilburg TV (2006) A 6-item scale for overall, emotional and social loneliness:
confirmatory tests on survey data. Research on Aging. Vol. 28, No.5, pp.582
598. (De Jong Gierveld and Tilburg 2006).
The manual for the full 11-item version can be downloaded from:
http://home.fsw.vu.nl/tg.van.tilburg/manual_loneliness_scale_1999.html
De Jong Gierveld J and Tilburg TV (1999) Manual of the Loneliness Scale.
Vrije Universiteit Amsterdam, Faculty of Social Sciences, Department of
Sociology. The internet version of this manual was revised in October 2008.

Cost:

No copyright restrictions were identified in the published literature or on the
internet. Requests for permission to use should be addressed to directly to
Professor Jenny De Jong Gierveld.
No fees for use of the scale were identified in the published literature or on the
internet. The scale is available for scientific research programs from the
authors under a set of conditions which include including some socio
demographic items in the data set and sharing the data with the authors for
the purposes of validation studies.

Training requirements:

As the instrument can be administered by interview or self report some
knowledge of psychological assessment processes are assumed particularly
for the interview/ telephone administration versions.

Purpose:

The 11 and 6 item versions of the De Jong Gierveld Loneliness Scale were
developed in response to the need for short, valid measures of loneliness.

Administration time:

5-10 minutes depending on version and administration mode.

Instrument Type:

Self-report measure on loneliness and perceived social isolation. It can also
be administered by interviewer and over the telephone. In telephone
administration only 3 rather than 5 response categories are offered (yes/more
or less/no).
The manual suggests that there are differences by administration mode.
Means for the self report/ mail version are usually slightly higher (reflecting
greater loneliness) than for the interview administration mode. The authors
conclude that different modes of data collection, including variations in the
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number of response categories, influence the mean scale of the score. They
suggest that the more anonymous setting in which mail surveys are
completed may encourage more admissions of feelings of loneliness and
perceptions of social isolation.
Structure:

Originally a 34 version was developed as a multidimensional scale of
loneliness and following refinement and further testing the 11 item scale was
derived from a 30 item version. The 11 item scale was developed using Rasch
analysis to form a unidimensional global index of loneliness. The authors
claim the 11 item scale met the criterion of the dichotomous Rasch model (De
Jong Gierveld and Kamphuis, 1985) but this was not supported by a further
analysis undertaken by Van Baarsen et al. (2001).
The authors note that homogeneity of the scale has been found to vary across
studies with Loevingers’ H ranging between 0.3 – 0.5 which is sufficient but
not very strong homogeneity (refer manual). When the authors endeavoured
to develop a more homogenous scale it was found that the structure reflects 2
factors: which the authors now define as social loneliness and emotional
loneliness. The scale is now considered by the authors to be a
multidimensional measure comprising these 2 dimensions of loneliness and
van Baarsen et al. (2001) provide support for this interpretation. They found
that relevant background, personality and network factors were differentially
related to the emotional and social loneliness subscales.
The two sub-scales measure emotional loneliness (all negative items; 6 items)
and social loneliness (all positive items, 5 items). The response categories
are: yes!/ yes/ more or less/ no/ no!.
For the 6 item version, there are 3 items on each of these sub-scales.

Scoring:

Scoring the De Jong Gierveld Loneliness Scale is recommended through
reversing positive items and dichotomizing the item responses (yes!/ yes/
more or less/ no/ no!). The answers ‘no!’, ‘no’, ‘more or less’ to positive items
and the answers ‘yes!’, ‘yes’, and ‘more or less’ to negative items are
considered expressions of loneliness. These loneliness responses are
summed and the scale ranges from 0 (not lonely) to 11 (extremely lonely). A
modification to these response categories has been suggested for telephone
administration (yes/more or less/no) or when used with older adults (Dykstra
et al., 2005). Individual scores for the subscales can also be derived. The
authors recommend that depending on the research question being studied
researchers could select either the positive (social loneliness) and negative
(emotional loneliness) subscales separately or the use of the 11 item overall
measure could be considered (De Jong Gierveld and Van Tillburg, 1999).
It is noted that the response categories above, derived from a translation from
Dutch, may require further linguistic validation before the instrument can be
deemed appropriate for use with Australian samples (e.g. yes!, yes). Lauder
et al. (2004) modified the response categories (strongly agree/agree/
disagree/strongly disagree/don’t know) in their Australian community
telephone sample. They dichotomized the item responses into agree/disagree
and treated ‘don’t know’ as a neutral rather than a positive response or
negative response (refer above).
Moorer and Suurmeijer (1993) also suggest alternative coding for the
dichotomized scoring of the instrument as they question the authors
classification of the ‘more or less’ response as a positive response to
loneliness for both the positive and the negative items.
The manual indicates the authors moved away from the instrument’s original
response categories (ranging from strongly agree through to strongly
disagree) to dichotomised scoring when developing the shorter 11 item
version because of the unavailability, at that time, of Mokken or Rasch
software that allowed multi-categorical item scores. Although there are still 5
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response options available, because of dichotomization, the gradients of
agreement within the response categories are not explored. However, it is
reported that the correlation between the 5-point response items (range 11
55) and dichotomized items (range 0-11) was r = 0.87 and for the three point
response items it was r = 0.97(De Jong Gierveld and Tilburg, 1999).
However, a research project on the homogeneity of the scale based on multicategory item scores is in progress so further data may soon be available to
address this issue.
Developed for:

The De Jong Gierveld Loneliness Scale was developed in response to the
need for a short, valid measure of loneliness.

Normative Data:

Some normative data is reported in the user manual for those aged over 54
years (De Jong Gierveld and Tilburg, 1999) derived from a number of
population based Dutch community samples. Data for the Dutch general
population is reported by De Jong Gierveld and Tilburg (2006). Steed et al.
(2007) report data for a Western Australian Community Survey. Lauder et al.
(2004) also report data for a community telephone survey in Queensland
although modified scoring was utilized. Dykstra (2009) reports on the use of
the scale in a number of European community surveys and Squires et al.
(2009) report on a survey of community dwelling elderly adults in Ireland.

Clinical/ Reference Data:

The De Jong Gierveld Loneliness Scale has been used in studies of
employment (De Jong Gierveld and Van Tilburg, 1987), the living
arrangements of older adults (De Jong Gierveld and Tilburg, 2006; De Jong
Gierveld and van Tilburg 1999), relationships (Dykstra and De Jong Gierveld,
2004), aging (Dykstra et al., 2005; Steed et al., 2007; Teunisse et al.,
1999;van Tilburg et al., 2004)and visual disability (Tijhuis et al, 1999).Squires
et al. (2009) also used the 6 item loneliness scale to both assess loneliness
and classify loneliness types in a survey of community dwelling older adults in
Ireland. Scharf and De Jong Gierveld (2008) provide anglo-Dutch comparative
data on loneliness in urban neighbourhoods and Havens et al. (2004) provide
comparisons between urban and rural neighbourhoods in Canada.

Applications:

The De Jong Gierveld Loneliness Scale is a scale designed to assess
loneliness.

Carer and/or
Patient Use of
Instrument:
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The De Jong Gierveld Loneliness Scale was designed for self-completion. It
could be used to assess the loneliness of target groups such as the elderly
and can be used to assess loneliness and perceived social isolation of their
carers. No information was found on proxy completion.
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Psychometric Criteria

RELIABILITY

Internal consistency
The extent to which items in
a (sub) scale are intercorrelated; a measure of the
homogeneity of a (sub)scale
Cronbach's alpha should be
between 0.70 and 0.90 for
every dimension / sub-scale

Studies
Reported &
References
De Jong Gierveld
and Tilburg (1999a
rev. 2008)
Dykstra, et al.
(2005)
Moorer and
Suurmeijer, (1993)
van Baarsen, et al.
(1999)

Test – retest
The extent to which the same
results are obtained on
repeated administrations of
the same questionnaire when
no change in functioning has
occurred
Calculation of an intraclass
correlation coefficient (ICC);
and an ICC > 0.70 is desired

Adequacy
Checks

Comment

X Alpha >0.70
□ Marginal or
inadequate internal
consistency (<0.70)
□ No information
found on internal
consistency

Across different samples the
reliability (whether Cronbach’s
α or Mokken’s ρ) for both the 6
and 11 item versions falls
within the range 0.71 to 0.90.

□ ICC >.70
Time intervals and
confidence intervals
reported
□ Marginal or
inadequate test-retest
reliability ICC<.70
X No information
found on test-retest
reliability

Not reported.

□ Agreement reported
and adequate
□ Inadequate inter
rater agreement
□ No information
provided
X Not applicable

Not applicable as this is a self
report measure and not a
rating scale.

Preferred if time interval and
confidence intervals were
presented

Inter – rater
Limits of agreement, Kappa,
or standard error of
measurement (SEM) were
presented

VALIDITY

Content
The extent to which the
domain of interest is
comprehensively sampled by
the items in the questionnaire

Studies
Reported &
References

Adequacy
Checks

Comment

De Jong Gierveld
and Kamphuis
(1985)

□ Patients and
experts were involved
during item selection
and/or item reduction
X Patients/ target
groups were
consulted for input
about content
□No patient /target
group involvement
□ No information
found on content
validity
X There is an

The content validity of the De
Jong Gierveld Loneliness
Scale appears to be good.
There is evidence that the
items were based on a sound
theoretical model of social
isolation and as well items
were derived from the
experiences of isolated people.
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validation samples were
population-based samples
from the Dutch community,
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adequate coverage of
relevant domains
□ There is limited
coverage of relevant
domains

De Jong Gierveld
and Tilburg (2006)

stratified by loneliness level.
This suggests that the content
of the scale is probably
reflective of the concerns of
the lonely and socially isolated.
That the items were empirically
drawn from a larger pool of
items using modern test theory
(Rasch modelling) along with
logical criteria to ensure a
good match with the
theoretical model provides
some evidence for content
validity.
The evidence for the 6 item
version is probably equally
strong as strong since the
construction sample was
based on a stratified sample of
older adults from three regions
in the Netherlands (n = 3,987,
response rate 62%). Care was
taken during construction to
maintain consistency with the
structure of the original scale
through selection of items that
met both logical and
psychometric criteria.

Construct

De Jong Gierveld
and Tilburg (1999a)

The extent to which scores
on the questionnaire relate to
other measures in a manner
that is
consistent with theoretically
derived hypothesis
concerning
the domains that are
measured

Construct: Internal
Structure
Information provided on
factor structure

De Jong Gierveld
and Kamphuis
(1985)
De Jong Gierveld
and Tilburg (1999a)
De Jong Gierveld
and Tilburg (2006)
De Jong Gierveld
and van Tilburg
(1999)
Dykstra and De
Jong Gierveld
(2004)
van Baarsen, et al.
(2001)

□ Results were
acceptable in
accordance with the
hypotheses and an
adequate comparison
measure was used
X Limited construct
validity information
reported
□ Inadequate or no
information on
construct validity
reported

The scale has been correlated
with variables concerning
household composition
residential situation, marital
status/partnership.

□ No evidence
provided/failed a test
of dimensionality
X Some evidence
provided to support
internal structure
□ Substantial
evidence provided to
support internal
structure

The original model of the 11
item Loneliness Scale claimed
it was a unidimensional scale
although it was reported that in
the factor analysis the items
loaded on positive and
negative factors (e.g. a 2 factor
solution). This finding was
originally explained by De
Jong Gierveld and Kamphuis
as a methodological artefact
(e.g. response set) due to the
subscales having either
positively or negatively worded
items

Correlations reported are in
the expected directions. See
also the discussion below

However, the homogeneity of
the scale was not very strong
as the Loevinger H was in the
range of 0.30 to 0.50 for
different samples.
More recently it has been
claimed that it is a
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multidimensional measure and
there are two sub-scales
measuring Emotional
Loneliness (negative items)
and Social Loneliness (positive
items).
Other researchers have also
reported a 2-dimensional
structure. Van Baarsen et al
.(2001) support this
interpretation of the subscales
as they found that relevant
background, personality and
network factors were
differentially related to the
emotional and social
loneliness subscales

Construct: Correlation with
other measures
Comparisons made to other
measures

Construct: Discriminant
Validity
The scale differentiates
between relevant categories
of respondent e.g. sick vs.
well, varying degrees of
severity

Criterion
Information on the
relationship of scores to gold
standard measures or clinical
diagnosis is provided

De Jong Gierveld
and van Tilburg
(1999a,b)
Steed et al. (2007)
Victor et al. (2005)

X Correlations with
other measures are
reported
□Correlations not
reported

Comparisons have been made
with the UCLA-loneliness
Scale and with single direct
survey items of loneliness

De Jong Gierveld
and Tilburg (1999a)
Dykstra, et al.
(2005)
Dykstra (2009)
Dykstra and De
Jong Gierveld
(2004)
Havens, et al.
(2004)
Jongenelis, et al.
(2004)
Sadler, et al. (2006)
Stevens and
Scharf and De
Jong Gierveld
(2008)
Squires, et al.
(2009)
Steed, et al.(2007)
Tijhuis, et al. (1999)
Teunisse, et al.
(1999)
van Baarsen, et al.
(1999)
van Baarsen, et al.
(2001)
van Tilburg, et al.
(2004)
Westerhof (2006)

X Scale differentiates
between relevant
categories of
respondents
□ No information
provided on
discriminant validity

Regarding responsiveness, the
Loneliness Scale was sensitive
to differences among older
adults’ increasing age,
depression, gender, household
composition, physical condition
and number of chronic
conditions/illnesses including
visual disability, relationship
status, self esteem, life
satisfaction; self reported
loneliness, social anxiety,
social network size and social
participation/support.

De Jong Gierveld
and Tilburg (1999;
2008)

□ Comparison made
to criterion measures
X Limited comparison
with criterion
measures provided
□No comparison with
criterion measures
provided
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National differences have also
been reported among older
adults between Canada, Italy
and the Netherlands; between
UK and Dutch urban
neighbourhoods, and across a
large range of European
countries,

There is no ‘gold’ standard for
loneliness or social isolation
instruments.
Limited criterion validation
evidence for the De Jong
Gierveld Loneliness Scale has
been published in Dutch. This
considers correlations with
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measures of social network
size, living arrangements,
marital status/ partnership and
partner intimacy.
The Netherlands Committee of
Test Affairs reviewed this
instrument in 2000 and noted
that further research was
required to assess criterion
validity. Recent research
studies available in English do
not appear to have addressed
this issue further.

Interpretability
The degree to which one can
assign qualitative meaning to
quantitative scores
Do authors provide the
following:

De Jong Gierveld
and Tilburg (1999b)
De Jong Gerveld
and Tilburg (1999a
rev 2008)
Tilburg and De
Jong Gierveld
(1999)

Presentation of means and
SD of scores before and after
treatment

□ Authors provide 2
or more types of
information on
interpretability
X Authors provide
limited information to
assist with
interpretability
□ No information
provided

Comparative data on the
distribution of scores in
relevant subgroups
Information on the
relationship of scores to wellknown functional measures
or clinical diagnosis

Cut points have been provided
to aid interpretation. A score of
3 distinguishes between
people who are lonely or not
lonely; a score of 9
distinguishes between those
who are quite/moderately
lonely and severely lonely; a
score of 11 identifies those
who are extremely lonely. The
author’s note these cut points
may vary by culture and that
this classification has yet to
prove its worth in actual
practice. However, these cut
points have been adopted
across a number of
international surveys.

Information on the
association between changes
in scores and patients' global
ratings of the magnitude of
change they have
experienced

RESPONSIVENESS

Studies
Reported &
References

Adequacy
Checks

Comment

Floor and ceiling effects

De Jong Gerveld
and Tilburg (1999a
rev 2008)

□ Descriptive
statistics of the
distribution of scores
were presented and
no major floor or
ceiling effects were
detected
X Descriptive
statistics of the
distribution of scores
were presented and
more than 15% of
respondents achieved
the highest or lowest
possible score
□ No or limited
information provided

Dutch population data for
community dwelling elderly
persons indicates that only 1%
of people get the maximum
score of 11(extremely lonely).
The same study reports that
19% of people obtain the
lowest possible score of 0 (not
lonely).
The data is available in a
number of international
surveys to report on floor and
ceiling effects but this issue is
rarely discussed. It appears
there is a floor effect (= not
lonely) – more than 15% of the
sample will receive the lowest

The questionnaire fails to
demonstrate a worse score in
patients who clinically
deteriorated and an improved
score in patients who
clinically improved
Authors should provide
descriptive statistics of the
distribution of scores
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Sensitivity to change
The ability to detect important
change over time in the
concept
being measured

Cultural Applicability
and Cultural Adaptations:

van Baarsen, et al.
(1999)
Kremers, et al.
(2006)
Martina and
Stevens (2006)
Stevens (2001)

on floor and ceiling
effects

possible score.
As with self rated health status
where a ceiling effect with a
long tail is found (as most
people report being in good
health), with loneliness scales
a significant proportion of
people in community samples
report no loneliness.

□ Hypotheses were
formulated and
results were in
agreement
X An adequate metric
was used (ES, SRM,
comparison with
external standard)
□ No information on
sensitivity to change
was provided
X MCID - Information
was provided about
the magnitude of
score differences
which would be
clinically meaningful
□ MCID – No
information was
provided.

Responsiveness over time
among older adults who
between administrations lost
their partner by death was
reported by van Baarson, et al.
(1999). Kremers et al. (2006)
reported that loneliness scores
over time significantly changed
for both the treatment and
control cohorts in a selfmanagement intervention for
older women. In friendship
enrichment programs
(Stevens, 2001; Stevens and
van Tilburg, 2000) report there
was a significant decline in
loneliness scores but Martina
and Stevens(2006) found this
decline was not significantly
different to controls.

The De Jong Gierveld Loneliness Scale is available in English, Dutch,
French, German, Italian, Russian (Dykstra, 2009) and Chinese (Lueng et al.,
2008)

Gender Appropriateness:

The instrument is appropriate for use with both genders. Some gender
differences in the pattern of responses have been reported as might be
expected. However, van Baarsen et al. (2001) report that gender bias is
evident and that most positive items (social loneliness) appeared to be less
extreme for men as compared with women whereas most negative items
(emotional loneliness) were less extreme for women than men. They
conclude that when revising the instrument the authors should consider item
wording and item specificity with regard to gender. Van Baarsen et al. (2001)
and Moorer and Suurmeijer (1993) suggest that users of the subscale(s)
should check their data for gender bias when gender comparisons are made.

Age Appropriateness:

No reports have been published suggesting that there are significant age
issues. It has been used with young students through to older adults.
However, it is more often used with elderly samples and was designed for this
purpose.

Summary:

The De Jong Gierveld Loneliness Scales are reliable scales which have been
developed over a very substantial period of time, using large population
samples (including older adults), and there is there is a fairly substantial body
of evidence supporting their reliability and validity. Research could be
undertaken to further evaluate criterion validity.
The De Jong Gierveld Loneliness Scale (11 item) has been recently used in a
program evaluation examining the outcomes of social isolation interventions
for older people in Queensland (using a pre and post program design). The
evaluation showed positive results for three projects involving a fitness
program, community linkages, and culturally appropriate volunteers for older
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people (Bartlett et al., 2008). This would suggest the scale is sensitive to
changes following treatment.
The response categories and the dichotomized scoring process may also
require further consideration and research concerning this issue is in
progress. The instrument(s) will require a linguistic validation study before
they are used further with Australian samples.
Scales such as this one are usually revised and improved over time. Van
Baarsen et al. (2001) and Moorer and Suurmeijer (1993) suggest the removal
of the item “There is always someone I can talk to about my day to day
problems” due to bias. They also suggest rewording a number of items to
address gender issues they have also raised. Van Baarsen et al. (2001)
suggest the discrimination of the emotional and social loneliness subscales
could be improved by adding some well chosen items to these subscales.
Notwithstanding the above considerations the 11 item and 6 item instruments
score well on most instrument assessment criteria and are considered
amongst the more promising instruments for measuring loneliness and
perceived social isolation. They are recommended for use in Australia
following a linguistic validation of these instruments.
Reporter:

A/Professor Janet Sansoni. It is acknowledged this review utilises some
material from Hawthorne et al. in Sansoni et al. (2008)

Date of report:

October, 2009
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Comprehensive Review of the Lubben Social Network Scales
Title:

Lubben Social Network Scale (10 items; Lubben and Gironda, 2003; 2004);
Lubben Social Network Scale Revised (12 items); the Lubben Social Network
Scale Abbreviated (6 items); the Lubben Social Network Scale Expanded (18
items)

Abbreviations:

LSNS; LSNS-R; LSNS-6; LSNS-18

Author(s) Name:

Lubben J and Gironda M (2003; 2004)

Author(s) Address:

Limited details and copies of the instruments can be found at an interim and
unofficial Lubben Social Network Scale homepage at
www2.bc.edu/~norstraj/default.htm. This is serving as interim website while a
new official website is being developed. Note, however, the response
categories for the instruments need to be checked against those provided in
Lubben and Gironda (2003) as the response options for items 2 and 8
(LSNS-R; LSNS-18), and 14 (LSNS-18) were found to be different on this
website (refer to the note below in the scoring section).
Further information about the scales can be provided by Julia A Norstrand
(norstraj@bc.edu) or Jennifer Bewley (bewley@bc.edu) and a permission to
use form is available on the interim website and should be forwarded to one
of these addresses.
Prof. Lubben’s contact details are:
Boston College, Graduate School of Social Work, McGuinn Hall, 140
Commonwealth Avenue, Chestnut Hill, MA 02467 (Lubben@bc.edu)

Supplied by:

The instruments are available in Lubben and Gironda (2003).

Cost:

The instruments are available free of charge through the website although the
authors request a demographic information form to be completed by users.

Training requirements:

Minimal training is required as these are simple self-report scales.

Purpose:

All the LSNS scales measure the level of perceived support received from
family, friends and neighbours. The original LSNS was created as a modified,
shorter and simpler version of the Berkman-Syme Social Network Index
(Berkman and Syme, 1979; Levin, 2004).The LSNS Scales were specifically
designed for use with older persons. The LSNS, the LSNS-R and the LSNS-6
distinguish between kin and non-kin, however, they do not differentiate
between friends and neighbours or friends and significant others.
The LSNS was modified to the LSNS-R (Lubben and Gironda, 2004) in order
to better specify and distinguish the nature of family and friendship social
networks. Items that had limited response variance in the original LSNS were
replaced and double-barrel questions were disaggregated in order to improve
the psychometric properties of the instrument. A sample of older white, nonHispanic Americans in Los Angeles, USA was utilised. The LSNS-R has
better psychometric properties than the LSNS with a Cronbach’s alpha of
0.78 whereas for the original scale the alpha varies between 0.66 and 0.72
which could be considered marginal.
The LSNS-6 was developed to produce a shorter scale which would be useful
as a screening tool for social isolation or in research studies where longer
social support network scales cannot be accommodated. It also has the
benefit of lessening respondent burden.
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The LSNS-18 has an additional 6 items concerning perceived social support
from neighbours and thus does differentiate between friends and neighbours
and is an instrument for more in depth investigation
Administration time:

Between 5-10 minutes depending on the version used.

Instrument Type:

Self-report questionnaire.

Structure:

The original 10-item LSNS is now superseded by the LSNS-R which has
superior psychometric properties. LSNS-R is a 12 item instrument aimed at
assessing social isolation in older adults by measuring perceived social
support from family (6 items) and friends (6 items).
The LSNS-6 is a shorter six item instrument measuring perceived social
support from family (3 items) and friends (3 items). It is noted by Lubben et al.
(2006) that a number of other researchers have also developed abbreviated
(but inconsistent) versions of the LSNS. Care should be taken to use the 6
item version developed by the authors.
The LSNS-18 is an expanded version of the LSNS-R which included an
additional 6 items measuring perceived social support from neighbours.
Relatively little recent literature was found on the use of the LSNS-18 but it
may be useful for researchers desiring more extensive or in depth study into
the nature of social relationship amongst the elderly. This version of the scale
is presented at the end of this review.
The LSNS scales measure the size, closeness and frequency of contacts of a
respondent’s social network with reference to the level of perceived support
they receive from family and friends (and neighbours for LSNS-18). Although
these instruments can be viewed as measures of perceived social support,
they provide quantitative information on family and friendship ties and thus
may sometimes be classed as more ‘objective’ measures.

Scoring:

All of the items are equally weighted and scoring involves summing the
scores for all the items. It is also possible to sum each of the subscales of
family and friends (and neighbours for LSNS-18). The maximum score for the
LSNS-12 is 60, for the LSNS-6 it is 30 and for the LSNS-18 it is 90.
The following example questions demonstrate the response categories:
How many relatives do you see or hear from at least once a month?
0 = none, 1 = one, 2 = two, 3 = three or four, 4 = five thru eight, 5 = nine or
more
How often is one of your friends available for you to talk to when you have an
important decision to make?
0 = never, 1 = seldom, 2 = sometimes, 3 = often, 4 = very often, 5 = always
On the LSNS-6 a person with a score less than 12 is defined as socially
isolated. This score implies that, on average there are fewer than 2
individuals to provide social support on the aspects of social networks
assessed (Lubben et al., 2006). With regard to the LSNS and the LSNS-R a
score of less than 20 is defined as socially isolated. With a score of 30 one
could be considered at risk for social isolation.
Note: In Lubben and Gironda (2003) the response categories for items 2 and
8 of the LSNS-R and items 2, 8 and 14 of the LSNS-18 are:
0=less than monthly, 1= monthly; 2=few times a month 3=weekly 4=few times
a week 5= daily.
However on the web site the response categories for these items have
changed to:
0=never 1= seldom 2=sometimes 3=often 4= very often and 5=always.
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Prof Lubben has advised that the response categories in Lubben and Gironda
(2003) are the ones that should be used.
Developed for:

Lubben and Gironda (2004) note that research indicates there are strong
associations between social support networks and physical and mental health
outcomes. This has increased awareness of the importance of social support
networks for the elderly and has identified the need to include this domain in
the comprehensive assessment of elderly clients.

Normative Data:

There is data concerning the LSNS-6 from convenience samples of
community dwelling adults over 65 years (PRO-AGE trials) in Europe
(Hamburg, Germany, N=1964; Soluthern, Switzerland, N=2,870; London, UK,
N=2,598).

Clinical/Reference Data:

The scale has been used primarily with older adults from a range of settings
including the community, hospitals, adult day care centres, assisted living
facilities and doctors’ offices. The scale has also been used with specific
elderly populations such as elderly diagnosed with arthritis, breast cancer,
dementia, diabetes, myocardial infarctions, and depression and other mental
health conditions. Other specific populations include homosexual and
childless elderly. In some studies caregivers have also been assessed as
they often become an increasingly important part of the older person’s daily
life. A comprehensive bibliography is provided on the website (refer above).
The LSNS has been associated with a wide variety of health indicators. Low
scores on the LSNS have been correlated with mortality (Ceria et al., 2001),
hospitalization (Lubben et al., 1989; Mistry et al., 2001) physical and mental
health problems (Chou & Chi 1999; Dorfman et al., 1995; Hurwicz &
Berkanovic, 1993; Mor-Borak et al., 1991; Okwumabua et al., 1997; and lack
of adherence to good health practices ( Potts et al., 1992).
It should be noted that much of the validation research has used the original
version of the instrument rather than the later versions – the LSNS-R and
LSNS-6 which have improved internal consistency reliability. Further
validation of the revised forms is required.

Applications:
Carer and/or
Patient Use of Instrument:
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The LSNS has been used widely in both practice and research settings.
The instruments have been used to assess the perceived social support of
patients, the elderly, people with disabilities and their carers. A proxy rated
version of this instrument (e.g. for the carer/ clinician to rate the social support
of the family member/client) was utilised by Tremethick (2007). However, the
carer or clinician would require a good knowledge of the clients social
relationships.
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Psychometric Criteria

RELIABILITY

Internal consistency
The extent to which items in a
(sub) scale are inter-correlated; a
measure of the homogeneity of a
(sub)scale

Studies
Reported &
References
Boey (1999)
Chou (2000)
Jang (2004)
Levin (2004)
Lubben and
Gironda (2004)

Adequacy
Checks

Comment

X Alpha >0.70
□ Marginal or inadequate
internal consistency
(<0.70)
□ No information found on
internal consistency

For the original LSNS the
Cronbach’s alphas vary
between 0.66 and 0.72
(Chou, 2000; Jang, 2004;
Levin, 2004; Lubben and
Gironda, 2004) For 3 of
these studies the alphas
are over 0.70 and thus
could be classified as
adequate. However, as
can be seen below internal
consistency reliability is
higher for the revised
versions of this instrument.

Cronbach's alpha should be
between 0.70 and 0.90 for every
dimension / sub-scale

Baigi et al
.(2008)
Lubben and
Gironda (2004)
Lubben et al.
(2006)

Baigi et al. (2008) report a
Cronbach’s alpha of 0.81
for the LSNS-R. Lubben
and Gironda (2004) report
an alpha of 0.78 for this
version.
The LSNS-6 had a
Cronbach’s alpha of 0.83
for the whole scale across
3 European sites (Lubben
et al., 2006). Alphas for
the family subscale ranged
from 0.84-0.89 and for the
friends (non-kin) subscale
they ranged from 0.80 –
0.82. Crooks et al. (2008)
report an alpha of 0.84 for
the overall scale, 0.86 for
family subscale and 0.82
for the friends subscale.
The Cronbach’s alpha for
the LSNS-18 =0.82, and
for the family subscale
=0.82, friends subscale
=0.87 and neighbours
subscale =0.80.

Lubben and
Gironda (2003)

Boey (1999) and Chou
(2000) report a Cronbach’s
alpha of 0.72 for the
Chinese version of the
original 10 item LSNS
(Lubben, 1988) in a
sample of Hong Kong
Chinese.

Test – retest
The extent to which the same
results are obtained on repeated
administrations of the same
questionnaire when no change in
Effective Assessment of Social Isolation

Goetz et al.
(2001)

□ ICC >.70
Time intervals and
confidence intervals
reported
X Marginal or inadequate
test-retest reliability

The Cohen kappa for test
retest reliability of the
LSNS-6 is marginal to
acceptable with a value of
kappa = 0.64 (95% CI =
0.45-0.83) over 6-8 days.
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functioning has occurred

ICC<.70
□ No information found on
test-retest reliability

Calculation of an intraclass
correlation coefficient (ICC); and
an ICC > 0.70 is desired
Preferred if time interval and
confidence intervals were
presented

Inter – rater
Limits of agreement, Kappa, or
standard error of measurement
(SEM) were presented

VALIDITY

Content
The extent to which the domain
of interest is comprehensively
sampled by the items in the
questionnaire

Rubenstein et
al. (1994)
Tremethick
(2007)

X Agreement reported
and adequate
□ Inadequate inter-rater
agreement
□ No information provided
□ Not applicable

Studies
Reported &
References

Adequacy
Checks

Lubben and
Gironda (2003)
Lubben and
Gironda (2004)
Lubben et al.
(2006)

□ Patients/target groups
and experts were
involved during item
selection and/or item
reduction
□ Patients/target groups
were consulted for
reading and
comprehension
□ No patient/target group
involvement
X No information found
on content validity
X There is an adequate
coverage of relevant
domains
□ There is limited
coverage of relevant
domains

Rubenstein et al. (1994)
and Tremethick (2007)
report on social worker
ratings using the original
LSNS items and they
found an inter-rater
reliability of 0.85 amongst
the social workers

Comment

This original LSNS was
developed as an
adaptation of the
Berkman-Syme Social
Network Index (1979). The
original process of the
development of items in
this earlier index is not
adequately described in
papers concerning the
LSNS.
The extent of coverage of
family and friends
subscale varies from 3
items per subscale in the
LSNS-6 to 6 items per
subscale in the LSNS-R.
The LSNS-18 is the only
scale to differentiate
neighbourhood and
friendship components.
Information provided on
item total correlations and
principal component factor
analyses suggests the
content validity is
adequate

Construct
The extent to which scores on
the questionnaire relate to other
measures in a manner that is
consistent with theoretically
derived hypothesis concerning
the domains that are measured
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Ceria et al.,
(2001)
Chou & Chi
(1999)
Dorfman et al.
(1995)
Hurwicz &
Berkanovic,
(1993)
Lubben et al.

□ Results were
acceptable in accordance
with the hypotheses and
an adequate comparison
measure was used
□ Limited construct
validity information
reported
□ Inadequate or no
information on construct

Scores on the LSNS have
been correlated with
mortality, hospitalization,
and a range of physical
and mental health
problems in the expected/
hypothesized directions.
A validation study of the
LSNS-6 examined scores
in relation to living alone/
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(1989)
Mistry et al.
(2001)
Mor-Borak et
al. (1991)
Okwumabua
et al. (1997)

validity reported

Iliffe et al.
(2007)
Lubben et al.
(2006)

being partnered;
participation in group
activities and a range of
social and health
indicators and the
associations were in the
expected directions across
3 European samples.
Similar findings are
reported by Iliffe et al.
(2007) with lower scores
on LSNS-6 being
associated with poorer
perceived health,
depression, impaired
memory, perceived
difficulty (e.g. needing
help) with ADL and IADL
tasks and declining
function.
An interesting finding is
that a greater degree of
social isolation is not
associated with greater
service use in these
studies.

Construct: Internal Structure

Lubben and
Gironda (2004)

Information provided on factor
structure

Lubben et al.
(2006)

□ No evidence
provided/failed a test of
dimensionality
X Some evidence
provided to support
internal structure
□ Substantial evidence
provided to support
internal structure

Lubben and Gironda
(2004) report a 2 factor
structure (family; friends)
for the original LSNS
although they note
elsewhere 3 factor
structures have been
reported. A 3 factor
structure was reported for
the LSNS-R (family,
friends - network extent;
friends - frequency of
contact with confidant).
Across 3 European
community samples the 2
factor structure of the
LSNS-6 was confirmed. All
items dealing with family
support loaded highly on
this factor and all items
referring to friends loaded
highly on the friendship
(non-kin) factor.
The LSNS-18 was found
to have a 4 factor structure
with eigenvalues >1 –
family network, friends
network, neighbourhood
confidant and other
neighbourhood aspects.
This solution explained
65.5% of the variance. A
forced 3 factor explanation
was preferred which
explained 56.5% of the
variance.
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X Correlations with other
measures are reported
□ Correlations not
reported

Construct: Correlation with
other measures
Comparisons made to other
measures

Construct: Discriminant
Validity
The scale differentiates between
relevant categories of
respondent e.g. sick vs. well,
varying degrees of severity

Criterion
Information on the relationship of
scores to gold standard
measures or clinical diagnosis is
provided

Interpretability
The degree to which one can
assign qualitative meaning to
quantitative scores
Do authors provide the following:

Ceria et al.
(2001)
Crooks et al.
(2008)
Lubben et al.
(1989)
Mistry et al.
(2001)
Chou & Chi
(1999)
Dorfman et al.
(1995)
Hurwicz &
Berkanovic,
(1993)
Mor-Borak et
al. (1991)
Okwumabua
et al. (1997)
Lubben et al.
(2006)
Rubenstein et
al. (1994)
Tremethick
(2007)

Lubben and
Gironda, (2004)
Lubben et al.
(2006)
Levin (2004)

X Scale differentiates
between relevant
categories of respondents
□ No information provided
on discriminant validity

□ Comparison made to
criterion measures
X Limited comparison
with criterion measures
provided
□ No comparison with
criterion measures
provided
X Authors provide 2 or
more types of information
on interpretability
□ Authors provide limited
information to assist with
interpretability
□ No information
provided

Chou (2000) correlated the
scores of the Chinese
LSNS with the Chinese
Multidimensional Scale of
Perceived Social Support
(MSPSS-C). The LSNS
total score had a r=O.41
with the MSPSS-C family
subscale and a r=0.25 with
the MSPSS
friend/significant others
subscale. Lubben and
Gironda (2003) compared
the original LSNS with the
MOS Social Support
Survey and with the UCLA
Loneliness Scale.
Scores on the LSNS have
been correlated with
mortality, hospitalization,
and a range of physical
and mental health
problems in the expected/
hypothesized directions.

Self rating and clinical
social work ratings showed
a high degree of
concordance.
Chou (2000) found
significant correlations
between the LSNS and the
subscales of the MSPSS.
Information is provided
concerning relevant cut –
points for the LSNS,
LSNS-R and the LSNS-6.
Comparative data on the
distribution of scores in
relevant sub groups is also
provided

Presentation of means and SD of
scores before and after
treatment
Comparative data on the
distribution of scores in relevant
subgroups
Information on the relationship of
scores to well-known functional
measures or clinical diagnosis
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Information on the association
between changes in scores and
patients' global ratings of the
magnitude of change they have
experienced

RESPONSIVENESS

Studies
Reported &
References
Lubben et al.
(2006)

Floor and ceiling effects
The questionnaire fails to
demonstrate a worse score in
patients who clinically
deteriorated and an improved
score in patients who clinically
improved
Authors should provide
descriptive statistics of the
distribution of scores

Hogan et al.
(2002)

Sensitivity to change
The ability to detect important
change over time in the concept
being measured

Cultural Applicability
and Cultural Adaptations:

Adequacy
Checks
X Descriptive statistics of
the distribution of scores
were presented and no
major floor or ceiling
effects were detected
□ Descriptive statistics of
the distribution of scores
were presented and more
than 15% of respondents
achieved the highest or
lowest possible score
X No or limited
information provided on
floor and ceiling effects
□ Hypotheses were
formulated and results
were in agreement
□ An adequate metric
was used (ES, SRM,
comparison with external
standard)
X No or limited
information on sensitivity
to change was provided
□ MCID - Information was
provided about the
magnitude of score
differences which would
be clinically meaningful
X MCID – No information
was provided.

Comment

The data provided on the
LSNS-6 would indicate
there is little evidence of
ceiling or floor effects.
Little information on this
aspect was found for the
other versions of this
scale.

There are very few
standardised
instruments used to
evaluate interventions
designed to address
social isolation available
in the field currently.
Thus for scales such as
these there is little or no
information available
concerning the
sensitivity to change of
these instruments.

The LNSN has been translated into several languages (including Chinese,
Finnish, German, Korean, Japanese, Portuguese, Spanish and Swedish )

Gender Appropriateness:

The scales are appropriate for use with both genders.

Age Appropriateness:

The scales are appropriate for use with adults although the scales were
originally designed for use with elderly populations. Most research has used
these scales with elderly community dwelling persons and with the elderly in
residential care facilities.

Summary:

The Lubben Scales contain items that address the extent of the social
network but they also contain items concerned with perceived social support.

Effective Assessment of Social Isolation
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The original LSNS is still widely used although revised versions of this
instrument (LSNS-R, LSNS-6 and LSNS-18) are available and the revised
versions have superior internal consistency reliability. However, many of the
validation papers refer to the original LSNS. Of the revised versions the
LSNS-6 appears to have the most validation data, it has good internal
consistency reliability and reports a simple and sensible factorial structure.
Further validation research is required for the other revised versions and the
test-retest reliability for these versions needs to be further explored.
The LSNS-6 would appear to be the preferred version for screening for social
isolation and in epidemiological studies. Researchers preferring a more in
depth analysis of social networks may prefer to use the LSNS-18 which
includes the dimension of neighbourhood networks.
No data was found pertaining to the use of these measures to assess the
effectiveness of interventions aimed to address social isolation. This is an
area where further research is required.
Reporter:

Assoc Prof Jan Sansoni

Date of report:

February 2010
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Comprehensive Review of MOS Social Support Survey
Title:

Medical Outcomes Study Social Support Survey

Abbreviations:

MOS-SSS, MOS Social Support Survey

Author(s) Name:

Sherbourne CD and Stewart A L

Author(s) Address:

RAND Health Communications
1776 Main Street
P.O. Box 2138
Santa Monica, CA 90407-2138

Supplied by:

RAND Health

Cost:

Nil

Training requirements:

None

Purpose:

To assess perceived availability of functional support.

Administration time:

At 19 items (plus one item used as structural measure of social support) it is a
moderately long scale to be included in an instrument battery/ comprehensive
assessment.

Instrument Type:

Self-administered questionnaire; has also been administered by telephone
(Kornblith et al., 2001; 2003; 2006) and computer (Wijndaele et al., 2007;
Nahm et al., 2004).

Structure:

The 19 functional support items cover help available if the respondent is
confined to bed, a person who will listen, someone who can give good advice
in a crisis, a person who will transport the respondent to the doctor, a person
who shows the respondent love, a person to have a good time with, someone
who will give information to understand a situation, a person to confide in, a
person who hugs the respondent, a person to relax with, a person who will
provide good advice, a person to help get the respondent’s mind off things, a
person to help with daily chores if the respondent is ill, a person to share
private worries and fears with, a person to turn to for help with personal
problems, a person who understands private problems, and a person to love
the respondent. Additionally, there is one structural support item that asks
about the number of close relatives and friends available to the respondent.

Scoring:

For the functional support items the response categories are none of the time/
a little of the time/ some of the time/ most of the time/ all of the time. These
items are combined into four subscales: emotional/information, tangible,
affectionate and social interactions. Scoring is through each item being
scored on a 1-5 point scale; scores within the dimensions are summed and
then transformed to a 0-100 point linear scale. A higher score indicates more
support.

Developed for:

The MOS-SSS was developed for the Medical Outcomes Study, a 2-year
longitudinal study of the process and outcomes of care for patients with
chronic health conditions.

Normative Data:

The initial development and validation study was based on the data from
2987 patients with hypertension, diabetes, coronary heart disease or
depression enrolled in the Medical Outcomes Study (Sherbourne & Stewart,
1991). Other studies have administered the MOS-SSS to informal caregivers
of stroke survivors (Cumming et al., 2008) and a sample of 330 mothers
(Gjesfjeld et al., 2008).
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Clinical Data:

HIV infected adolescents (Abramowitz et al., 2009), adults (Burgoyne &
Renwick, 2004), pregnant and non-pregnant women (Gaede et al., 2006),
and people living with HIV/AIDS (Tang, 2002); Myocardial infarction
(Anderson, 1998; Baigi et al., 2008), Coronary bypass surgery (Anderson,
1998), Substance addiction (Boisvert et al., 2008), Cardiovascular disease
(Boutin-Foster & Alexander, 2006), Anxiety and depressive problems
(Cheung & Sun, 2000), Postpartum depression (Chung & Yue, 1999),
Peripheral blood stem cell transplant (Hacker, 2002), Allogenic bone marrow
transplant (Heinonen et al., 2001b), Chronic aphasia (Hilari & Northcott,
2006), Depression (Houston et al., 2002), Older patients with advanced
cancer (Kornblith et al., 2006), Breast cancer patients (Kornblith et al., 2001)
and survivors (Kornblith et al., 2003), Ovarian cancer survivors (Matulonis et
al., 2008), Stroke survivors (Michael et al., 2006), Testicular cancer (OrdLawson & Fitch, 1997), Metastatic cancer (Rodin et al., 2007), Cystic fibrosis
(Sedway, 2003), Knee osteoarthritis (Sharma et al., 2003), Rheumatoid
arthritis (Sterling, 2008), and Diabetes mellitus (Westaway et al., 2005).

Applications:

This brief, self-administered Social Support Survey instrument was developed
for patients in the Medical Outcomes Study (MOS), a two-year study of
patients with chronic conditions. It is easy to administer to chronically ill
patients, and the items are short, simple, and easy to understand. It may also
be appropriate for use with other populations (RAND Health, 2009).

Carer and/or
Patient Use of Instrument:

The MOS-SSS is completed by the patient.

Effective Assessment of Social Isolation
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Psychometric Criteria

RELIABILITY

Internal consistency
The extent to which items in a
(sub) scale are inter-correlated; a
measure of the homogeneity of a
(sub)scale
Cronbach's alpha should be
between 0.70 and 0.90 for every
dimension / sub-scale
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Studies
Reported &
References

Adequacy
Checks

Comment

Sherbourne and
Stewart (1991)
Grace et al.
(2004)
Heinonen et al.
(2001a)
McQuellon et al.
(1998)

X Alpha >0.70
□ Marginal or inadequate
internal consistency
(<0.70)
□ No information found on
internal consistency

The Cronbach αs of the
four scales in the
construction sample were
between 0.91 and 0.96
and the alpha for the
overall scale was 0.97.In
other samples it has been
reported to be between
0.85 and 0.98.

Gjesfjeld et al.
(2008)

In 330 mothers whose
children were in mental
health treatment alpha
was 0.96.

Yu et al. (2004)

A Chinese version of the
MOS-SSS was tested on
110 older patients (mean
age = 77.9 years) with
heart failure. Cronbach’s
alpha was .98 for the
overall scale and .93-.96
for the subscales.

Westaway et al.
(2005)

Alpha values were 0.97 for
socio-emotional support,
0.95 for tangible support,
and 0.97 for the full scale
in a sample of 263 black
South African hospital
patients.

Shyu et al.
(2006)

In a sample of 265 family
caregivers of patients with
cancer in Taiwan, the
correlations between each
item and its hypothesised
subscale were all above
0.60, indicating internal
consistency and
convergent validity.
Cronbach’s alpha was
found to be 0.97 for
emotional support and
0.85 for tangible support.

Lehto-Jarnstedt
et al. (2004)

Cronbach’s alpha was
0.94 in 72 melanoma and
103 breast cancer patients
28-71 years old.

Alonso Fachado
et al. (2007)

In a Portuguese sample of
101 patients with chronic
illness (Type 2 diabetes or
arterial hypertension)
Cronbach's alphas for the
subscales ranged from
0.87 to 0.97 at test, and
0.86 to 0.97 at retest.
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Costa Requena
et al. (2007)

Test – retest
The extent to which the same
results are obtained on repeated
administrations of the same
questionnaire when no change in
physical functioning has
occurred

Sherbourne and
Stewart (1991)

Yu et al. (2004)

In a sample of 400
Spanish oncology
outpatients, Cronbach’s
alpha was found to be
0.94.
X ICC >.70
Time intervals and
confidence intervals
reported
□ Marginal or inadequate
test-retest reliability
ICC<.70
□ No information found on
test-retest reliability

Calculation of an intraclass
correlation coefficient (ICC); and
an ICC > 0.70 is desired
Preferred if time interval and
confidence intervals were
presented

Inter – rater

Alonso Fachado
et al. (2007)

In 110 older Chinese
patients (mean age = 77.9
years) with heart failure,
two week test-retest
reliability was established
with an ICC of 0.84.
The 2-week test-retest
reliability of the
Portuguese MOS-SSS as
measured by the ICC
ranged from 0.94 to 0.97
for the four subscales and
the overall support index in
a sample of patients with
chronic illness.

Alonso Fachado
et al. (2007)

X Agreement reported
and adequate
□ Inadequate inter-rater
agreement
□ No information provided

Studies
Reported &
References

Adequacy
Checks

Comment

Sherbourne and
Stewart (1991)

X Patients/ target groups
and experts were
involved during item
selection and/or item
reduction
□ Patients/ target groups
were consulted for
reading and
comprehension
□ No patient/ target group
involvement
□ No information found on
content validity
X There is an adequate
coverage of relevant
domains
□ There is limited
coverage of relevant
domains

The MOS Social Support
Survey was developed
from functional support
theories of social
relationships. A literature
review guided the
development of the
conceptual model, which
was based on the most
commonly reported
aspects of social support.
A pool of 50 possible items
was generated based on
support items and
dimensions identified in a
literature review. There
was a strong a priori
conceptual framework
regarding the important
dimensions of functional
support , which had been
common in the most
recent models on
functional support, yet
researchers wanted to
keep respondent burden
minimal (i.e. tried to use
shorter items). To examine

Limits of agreement, Kappa, or
standard error of measurement
(SEM) were presented

VALIDITY

Content

Test-retest reliability over
a 1-year period was
reported to be within the
range 0.72 to 0.78.

The extent to which the domain
of interest is comprehensively
sampled by the items in the
questionnaire
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The weighted kappa
ranged from 0.67 to 0.87
for all the items in the
Portuguese MOS-SSS.
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the items’ face validity, 6
behavioural scientists
were asked to allocate
these items to their
appropriate social support
category (based on the
model). Items that were
difficult to categorise were
deleted. The remaining 37
items were administered to
a small subset of patients
in a pilot study, allowing
the elimination of items
that were not internally
consistent with their
support dimension and
that did not discriminate
between social support
and other health related
dimensions. The content
validity of the MOS Social
Support Survey was
assessed through
matching the items against
the model using multitrait
analysis. This resulted in
the final instrument
containing 19 items which
covered 4 social support
dimensions (emotionalinformational support,
tangible support, positive
social interaction,
affectionate support).
Construct

Sherbourne &
Stewart (1991)

□ Results were
acceptable in accordance
with the hypotheses and
an adequate comparison
measure was used
X Limited /inadequate
construct validity reported
□ No information provided

The social support
measures correlated most
highly with the measure of
loneliness or emotional
ties, followed by measures
of marital and family
functioning and mental
health – all hypothesised
to be closely related to
social support.

(Sherbourne &
Stewart, 1991)

□ No evidence
provided/failed a test of
dimensionality
X Some evidence
provided to support
internal structure
□ Substantial evidence
provided to support
internal structure

All items correlated highly
with their hypothesised
scales (all ≥0.72).
Construct validity was
assessed through
confirmatory factor
analysis of the structure of
the instrument, which
suggested that the four
subscales were
distinguishable.
Standardised factor
loadings ranged from 0.76
to 0.93 for the tangible
support factor, 0.86-0.92
for the affection factor,
0.82-0.92 for the
emotional/informational
factor, and 0.91-0.93 for
the positive interaction
factor. Furthermore,
results of a principle
components factor
analysis supported the use

The extent to which scores on
the questionnaire relate to other
measures in a manner that is
consistent with theoretically
derived hypothesis concerning
the domains that are measured

Construct: Internal Structure
Information provided on factor
structure
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of the scale as an overall
index (first factor had
loadings from all items
0.67 to 0.88).
Yu et al. (2004)

In 110 older Chinese
patients, the four-factor
structure of the MOS-SSS
C was confirmed using
confirmatory factor
analysis.

Westaway et al.
(2005)

In 263 black South African
hospital outpatients with
diabetes evidence for only
two distinct factors was
found. The two factors
explained 78.9% of the
variance, with factor 1
(socio-emotional support)
explaining 45.8% and
factor 2 (tangible support)
explaining 33.1%. Each of
these factors was found to
be extremely reliable and
stable.

Shyu et al.
(2006)

In a Taiwanese sample of
cancer caregivers, factor
analysis identified two
factors, labelled emotional
support and tangible
support. The inter-factor
correlation was r = 0.71.
The first factor (emotional
support) accounted for
62.28% of the total
variance, whereas the
second factor (tangible
support) accounted for
6.7%.

Lehto-Jarnstedt
et al. (2004)

In a sample of breast
cancer and melanoma
patients no clear factorial
structure was apparent,
only Practical Support was
separable from the other
items and Affectionate
Support was partially
separable in breast cancer
patients.

Alonso Fachado
et al. (2007)

Costa Requena
et al. (2007)
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In a Portuguese sample of
101 patients with chronic
illness, evidence for four
factors was found
(emotional, tangible,
positive interaction and
affection) that explained
72.71% of the variance.
In a Spanish sample of
400 oncology outpatients,
a 3 factor solution was
found: emotional/
informational support,
affective support and
instrumental support.
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Construct: Correlation with
other measures

Burgoyne &
Renwick (2004)

Comparisons made to other
measures
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X Correlations with other
measures are reported
□ Correlations not
reported

In 41 people living with
HIV/AIDS, MOS-SSS
ratings were not
significantly associated
with SF-36 scores at
baseline, controlling for
number of symptoms and
CD4 count. At 2-year
follow-up (T2) ratings on
all three (EmotionalInformational, Affection,
Positive Social Interaction)
MOS-SSS dimensions
tested were associated
with SF-36 physical health
ratings (p=.003-.006),
while EmotionalInformational was also
associated with SF-36
Mental Heath ratings
(p=.01). Changes in
Emotional-Informational
support ratings were
positively related to
changes in mental quality
of life ratings (p=.01), but
not changes in physical
health status. Affection
and Positive Social
Interaction ratings were
found to be related to
changes in physical
ratings on the SF-36
(p=.008-.009). Changes in
either of these two social
support ratings were not
significantly associated
with changes in mental
health status.

Gjesfjeld et al.
(2008)

In a sample of 330
mothers whose children
were in mental health
treatment, the MOS-SSS
correlated with the
Physical Health (r=0.21)
and the Mental Health
subscales (r=0.45) of the
SF-36.

Cumming et al.
(2008)

174 stroke patients and
their informal caregivers
completed the MOS-SSS
and Irritability Depression
Anxiety (IDA) scale. Total
MOS-SSS and subscale
scores correlated
significantly with total IDA
score and the IDA
depression subscale (r = 
.262-.308, p<.01) except
for Affectionate Support
which only correlated with
depression (r=-.188,
p<.05). All MOS-SSS
measures correlated
significantly with IDA
Inward Irritability (r = -.189
.262, p<.05), and
Effective Assessment of Social Isolation
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Emotional-Informational
Support, Tangible Support
and Positive Social
Interaction correlated
significantly with IDA
Anxiety (r = -.187-.205,
p<.05).
Yu et al. (2004)

The MOS-SSS-C overall
scale and all subscales
correlated significantly with
Chinese version of the
Hospital Anxiety and
Depression Scale (r = -.53
.60, p<.001) in 110 older
Chinese patients. All
subscales also correlated
significantly with Chinese
version of the
Multidimensional Scale of
Perceived Social Support
(r=.76-.85, p<.001).

Westaway et al.
(2005)

Socio-emotional support
was significantly related to
health (r=.16, p=.02) and
well-being (r=.18, p=.003)
as measured by the SF-36
in a sample of South
African patients. The
single item structural
support measure was not
related to socio-emotional
support, tangible support,
overall social support or
marital status.

Lehto-Jarnstedt
et al. (2004)

The structural items in the
Structural Functional
Support Scale (SFSS)
were not associated with
the structural support item
in the MOS-SSS in
melanoma patients and
there was only a weak
association in breast
cancer patients (p<.05).
The MOS-SSS functional
subscales were associated
with support from only
some sources in the
SFSS, mainly with support
from the closest
relationships. The Ways of
Coping Questionnaire and
Seeking Social Support
items and the MOS-SSS
functional subscales were
barely associated with
each other. In melanoma,
Seeking Social Support
correlated with the MOS
SSS emotional subscale
(r=.29, p=.014), whereas
in breast cancer there
were no significant
associations.
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Construct: Discriminant
Validity
The scale differentiates between
relevant categories of
respondent e.g. sick vs. well,
varying degrees of severity

Sherbourne &
Stewart (1991)
Heinonen et al.
(2001a)
McQuellon et al.
(1998)
Lehto-Jarnstedt
et al. (2004)
Burgoyne and
Saunders
(2000)

Westaway et al.
(2005)

Shyu et al.
(2006)
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X Scale differentiates
between relevant
categories of respondents
□ No information on
discriminant validity

The MOS Social Support
Survey has been found to
be responsive to bone
marrow transplantation,
type of cancer patient,
relationship status, and
social wellbeing.
Regarding its sensitivity to
HIV/AIDS patients when
compared with
Sherbourne and Stewart’s
patients’ norms, the MOS
Social Support Survey was
sensitive only on the
Tangible Support scale.
The mean level of support
was higher for males
compared to females,
married compared to
unmarried, and older
compared to younger.
In a black South African
sample there was a
negative correlation
between age, and
subscale and total scores
(r=-.20-.12, p<.05).
Widowed patients had
significantly less social
support than married
patients (F=6.8, p<.001).
Patients with lower levels
of social support (MOS
SSS <70.1) reported
poorer health (t=2.5,
p=.02) and well-being
(t=2.8, p=.01) than
patients with higher levels
of social support (MOS
SSS >70.1). None of the
social support dimensions
were related to metabolic
control. Patients with
controlled BP had
significantly more socio
emotional support than
patients with poorly
controlled BP suggesting
that social support is
beneficial for one aspect of
management of diabetes
mellitus.
In a sample of Taiwanese
caregivers, spirituality was
found to have a positive
significant association with
emotional (r=.55, p<.01)
and tangible (r=.19, p<01)
support. General health
status was related
positively to emotional
(r=.26, p=.000) and
tangible support (r=.21,
p=.001).
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□ Comparison made to
criterion measures
X No comparison with
criterion measures
provided

Currently there is no
widely accepted gold
standard in the
measurement of social
isolation.

Westaway et al.
(2005)

□ Authors provide 2 or
more types of information
on interpretability
X Authors provide limited
information to assist with
interpretability
□ No information
provided

Westaway et al. defined
lower levels of social
support as a MOS-SSS
score < 70.1 and higher
levels as a MOS-SSS >
70.1.

RESPONSIVENESS

Studies
Reported &
References

Adequacy
Checks

Comment

Floor and ceiling effects

Sherbourne &
Stewart (1991)

X Descriptive statistics of
the distribution of scores
were presented and no
major floor or ceiling
effects detected
□ Descriptive statistics of
the distribution of scores
were presented and more
than 15% of respondents
achieved the highest or
lowest possible score
□ No information provided
on floor and ceiling
effects

In the MOS sample the full
range of scores was
observed for all scales and
the overall score.

Criterion
Information on the relationship of
scores to gold standard
measures or clinical diagnosis is
provided

Interpretability
The degree to which one can
assign qualitative meaning to
quantitative scores
Do authors provide the following:
Presentation of means and SD of
scores before and after
treatment
Comparative data on the
distribution of scores in relevant
subgroups
Information on the relationship of
scores to well-known functional
measures or clinical diagnosis
Information on the association
between changes in scores and
patients' global ratings of the
magnitude of change they have
experienced

The questionnaire fails to
demonstrate a worse score in
patients who clinically
deteriorated and an improved
score in patients who clinically
improved

Westaway et al.
(2005)

Authors should provide
descriptive statistics of the
distribution of scores
Shyu et al.
(2006)
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In a sample of 263 South
African hospital patients,
the full range of scores
was observed for both
subscales and the total
score.
In a sample of 265
Taiwanese caregivers of
patients with cancer, the
ranges of scores
demonstrated good
variability. Floor effects
were found to be between
0.8% and 1.5% and ceiling
effects around 7.9% to
13.6%.
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Sensitivity to change
The ability to detect important
change over time in the concept
being measured

Heinonen et al.
(2001b)
Grace et al.
(2004)
Nicoll, et al.
(2002)
Baigi et al.
(2008)

Burgoyne &
Renwick (2004)

Boisvert et al.
(2008)
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X Hypotheses were
formulated and results
were in agreement
□ An adequate metric
was used (ES, SRM,
comparison with external
standard)
□ No information on
sensitivity to change was
provided
□ MCID - Information was
provided about the
magnitude of score
differences which would
be clinically meaningful
X MCID – No information
was provided.

The instrument was not
sensitive over time in a
longitudinal study of bone
marrow transplantation, a
study concerning referral
to cardiac rehabilitation, or
to respite care for
caregivers.
246 consecutively chosen
Swedish patients with
suspected or manifest
myocardial infarction
answered MOS-SSS twice
– retest was two weeks
post-discharge. Practical
support increased
significantly (p=.003)
among men while it
decreased (p=.003)
among women, possibly
due to conflict between
social roles.
41 people living with
HIV/AIDS completed
MOS-SSS 3 times
between 1997 and 2001,
majority on HAART
treatment regime. There
was a statistically
significant within-group
change in the affection
subscale (p<.04) between
T1 and T2. The mean 4
year change in EmotionalInformational support
ratings of the T3 patient
subgroup for which a 4
year decrement in mental
ratings occurred (N=15)
reflected a reduction
compared to the subgroup
(N=26) whose mental
ratings were stable or
improved (p<.005). The
T1-T3 within-group mean
reduction in EmotionalInformational support
ratings for the poorer
mental outcome subgroup
was also statistically
significant (p<.007).
Examination of social
support from the
perspective of the
individual patient did
suggest a clinically
significant decline for
approximately 39% of
patients in the study.
10 adults in a peer-support
community for substance
addiction recovery
completed the MOS-SSS
at baseline and either 9
months later or when
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clients moved on to other
permanent housing.
Wilcoxon signed-rank tests
revealed significant
differences and moderate
to large effect sizes on the
MOS-SSS subscales
Emotional-Informational
Support (p=.005, r=.628),
Tangible Support (p=.028,
r=0.493) and Affectionate
Support (p=.027, r=.494).

Cultural Applicability
and Cultural Adaptations:

Chinese (Yu et al., 2004; Lee et al., 2005), South African (Westaway et al.,
2005), Taiwanese (Shyu et al., 2006), Portuguese (Alonso Fachado et al.,
2007), French-Canadian (Anderson, 1998; Anderson et al., 2005), German
(Baumeister et al., 2004) and Spanish (Costa Requena et al., 2007).

Gender Appropriateness:

Used with both males and females

Age Appropriateness:

Used from adolescents (Abramowitz et al., 2009) to the elderly (Hage, 2008;
Kornblith et al., 2006), but it should be noted that for those with some degree
of cognitive impairment this may be a long instrument to complete. Also, the
cognitive burden of administration or completion is likely to be moderate
because of the conditional tense of several items (e.g. someone to help with
daily chores if you were sick) (Hawthorne et al., 2008).

Summary:

The MOS-SSS has established reliability and validity in a wide range of
languages and cultures. It was developed using a large sample of patients
with chronic disease and has been used in a wide variety of clinical
populations since then. It seems that its main psychometric issues are its
consistently high alpha values, and discrepancies between studies in the
number of factors found. These two issues are not unrelated, in that if all the
items are so closely related then it’s going to be difficult to separate out
individual reliable factors. Alpha values have commonly exceeded 0.90 and
this also indicates some degree of item redundancy. Gjesfjeld et al. (2008)
have proposed two shortened versions of the scale – a 12-item version and a
4-item version which may overcome this issue. While these versions have not
been reviewed here, in Gjesfjeld et al.’s (2008) paper these versions
appeared to have similar reliability and validity results as the original version.
In terms of the varying evidence in regards to the number of factors identified,
using the four-factor solution in a Taiwanese version of the scale, Shyu et al.
(2006) found that almost half the items had lower item-own subscale
correlations than item-other subscale correlations. According to Westaway et
al. (2005) it seems more likely that involvement in close, caring relationships
linked to practical assistance underlie the various conceptual definitions and
empirical measures of social support. The authors of the MOS have stated
themselves that emotional and informational support indicated support
communication, and they suspected that what they had labelled affection was
really emotional support (Stewart et al., 1999). Thus some more work may
need to be done in delineating the subscales (if there are any) that make up
the MOS-SSS.

Reporter:

Emily Sansoni

Date of report:

17/11/2009
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Comprehensive Review of the Multidimensional Scale of Perceived Social Support
Title:

Multidimensional Scale of Perceived Social Support

Abbreviations:

MSPSS

Author(s) Name:

Gregory Zimet, Nancy Dahlem, Sarah Zimet and Gordon Farley

Author(s) Address:

Department of Pediatrics
School of Medicine
XE 070
575 West Drive
Indianapolis, IN 46202

Supplied by:

A copy of the MSPSS is available on the internet at
http://www.yorku.ca/rokada/psyctest/socsupp.pdf

Cost:

Nil

Training requirements:

Nil

Purpose:

To measure the subjective assessment of social support adequacy from three
specific sources: family, friends and significant other.

Administration time:

5-10 minutes (Bruwer et al., 2008)

Instrument Type:

Self-report measure of subjectively assessed social support.

Structure:

The MSPSS contains 12 items with 4 items per subscale.

Scoring:

Each item is rated on a 7-point scale ranging from very strongly disagree (1)
to very strongly agree (7). Items are added and divided by 12 for a total score
(Bruwer et al., 2008). However, some studies appear just to sum the items to
get the total score. Higher scores on each of the subscales indicate higher
perceived social support.

Developed for:

The MSPSS was developed to assess perceived social support across a wide
range of population groups. It has been used with numerous age, clinical and
ethnic groups.

Normative Data:

The authors’ original validation samples consisted of 275 Duke University
undergraduates enrolled in an introductory psychology course, 265 pregnant
women, 74 European adolescents and 55 paediatric residents. Clara et al.
(2003) administered the MSPSS to 549 college students and Cheng and
Chan (2004) received completed questionnaires from 2105 Hong Kong
school students. Basol (2008) administered the MSPSS to 433 Turkish school
administrators, Grassi et al. (2000) administered it to 1341 primary care
attendees, and a number of other studies referenced in this review have used
the MSPSS on nonclinical samples.

Clinical/Reference Data:

Psychiatric outpatients: schizophrenia, bipolar disorder, major depression
(Clara et al., 2003; Cecil et al., 1995); Kidney problems (Eker & Arker, 1995);
Elderly patients with generalised anxiety disorder (Stanley et al., 1998);
Coronary Artery Bypass Surgery (Ai et al., 1998); HIV positive injection drug
users (Avants et al., 2001); End-stage renal disease (Chambliss, 1997);
Chronic kidney disease (Cohen et al., 2007); Schizophrenia (Dogan et al.,
2004); Post myocardial infarction (Drory & Florian, 1997); Breast cancer
(Filazoglu & Griva, 2008); Adults with brain injury (Gideon, 2002); Postnatal
depression (Husain et al., 2006); Psoriasis (Jankovic et al., 2009); Patients
receiving hemodialysis (Kara et al., 2007); Traumatic brain injury (Malec et
al., 2007); Heart failure (Paukert et al., 2009); Alopecia areata (Picardi et al.,
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2003); Multiple sclerosis (Sasson Gelman, 2009); Renal transplant patients
(Shah et al., 2006); Bipolar disorder (Webb et al., 1998); Stroke survivors
(White et al., 2007); Amputation (Williams et al., 2004); Neuromuscular
disease and Spina bifida (Wilson et al., 2006); Depression in older adults
(Wirtz, 2002); Learning disabilities (Yosua, 1998); Surgery patients (Eker et
al., 2000); Major depression (Gladstone et al., 2007); Conduct disorder and
adjustment disorder (Kazarian & McCabe, 1991); Acute cough illness (Levin
et al., 2009); Vitiligo (Picardi et al., 2003b); Kidney transplant patients
(Soykan et al., 2003); Type 2 diabetes (Yang et al., 2009).
Applications:

Carer and/or
Patient Use of Instrument:
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Usually self-administered but has also been adapted for use by telephone
(Levin et al., 2009).
The MSPSS is used primarily as a self-report measure of perceived social
support.

Effective Assessment of Social Isolation

Centre for Health Service Development

Psychometric Criteria

RELIABILITY

Studies
Reported &
References

Adequacy
Checks

Comment

Internal consistency

Zimet et al.
(1988)
Zimet et al.
(1990)
Basol (2008)
Duru (2007)
Trombelli et al.
(2005)

X Alpha >0.70
□ Marginal or inadequate
internal consistency
(<0.70)
□ No information found on
internal consistency

Non-clinical adult samples:
Alpha values for
Significant Other ranged
from 0.83-0.98, Friends
from 0.85-0.94 and Family
from 0.81-0.90. Overall
scale alpha ranged
between 0.84 and 0.93.

The extent to which items in a
(sub) scale are inter-correlated; a
measure of the homogeneity of a
(sub)scale
Cronbach's alpha should be
between 0.70 and 0.90 for every
dimension / sub-scale

Cheng & Chan
(2004)
Bruwer et al.
(2008)
Canty-Mitchell
& Zimet (2000)
Chou (2000)
Edwards (2004)
Cecil et al.
(1995)

Eker et al.
(2000)

Filazoglu &
Griva (2008)

Kazarian &
McCabe (1991)

Levin et al.
(2009)
Effective Assessment of Social Isolation

Adolescents:
Internal consistency of the
Significant Others
subscale was 0.61-0.91,
Family was 0.78-0.91 and
Friends was 0.76-0.94.
Cronbach’s alpha for the
total scale was 0.86-0.93.
In a 144-patient psychiatric
outpatient sample,
Cronbach’s alpha was
0.93 for Family, 0.91 for
Friends, 0.88 for
Significant Other and 0.92
for the total scale.
Cronbach’s alpha values
ranged between 0.80 and
0.95 depending on sample
(psychiatric, surgery,
controls or total sample)
and subscale (Family,
Friends, Significant Other
or Overall scale).
In 188 Turkish women with
breast cancer Cronbach’s
alpha for the total score
was 0.98.
Sample 1 consisted of 165
university students,
Sample 2 consisted of 51
adolescents with
psychiatric diagnoses
(Conduct disorder,
Adjustment disorder,
Other). Cronbach’s alpha
for the total scale was
0.87, 0.94 for Significant
Other, 0.88 for Family, and
0.87 for Friends for sample
1. In Sample 2, alpha for
the total scale was 0.88,
0.80 for Significant Other,
0.89 for Family, and 0.91
for Friends.
In 704 patients presenting
at Emergency with acute
cough illness, Cronbach’s
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alpha was 0.91 for
Friends, 0.90 for Family
and 0.86 for Significant
Other.

Test – retest
The extent to which the same
results are obtained on repeated
administrations of the same
questionnaire when no change in
physical functioning has
occurred

Zimet et al.
(1988)

Duru (2007)

X ICC >.70
Time intervals and
confidence intervals
reported
□ Marginal or inadequate
test-retest reliability
ICC<.70
□ No information found on
test-retest reliability

Calculation of an intraclass
correlation coefficient (ICC); and
an ICC > 0.70 is desired
Preferred if time interval and
confidence intervals were
presented
Stanley et al.
(1998)

Inter – rater
Limits of agreement, Kappa, or
standard error of measurement
(SEM) were presented
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Test-retest reliability was
0.72, 0.85 and 0.75 for the
Significant Other, Family
and Friends subscales
respectively. For the full
scale it was 0.85.
Test-retest reliability over
a four week period (n = 90)
was 0.88 for Significant
Other, 0.80 for Family,
0.78 for Friends and 0.88
for the overall scale in a
sample of Turkish
students.
In a combined sample of
older adults with GAD and
controls, correlation
coefficients were used to
measure test-retest
reliability and indicated
consistency over time for
Friends (r = 0.73), Family
(r = 0.74) and Total Scores
(r = 0.73), but not for
Significant Other (r =
0.54).

□ Agreement reported
and adequate
□ Inadequate inter-rater
agreement
□ No information provided
X Not applicable

Not applicable as a rating
scale version has not been
developed. Thus no
studies measuring the
inter-rater reliability of the
MSPSS were found.
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VALIDITY

Content

Studies
Reported &
References

Adequacy
Checks

Comment

Zimet et al.
(1988)

X Patients/target groups
and experts were
involved during item
selection and/or item
reduction
□ Patients/target groups
were consulted for
reading and
comprehension
□ No patient/target group
involvement
□ No information found on
content validity
X There is an adequate
coverage of relevant
domains
□ There is limited
coverage of relevant
domains

A review of different
approaches to
conceptualising and
measuring social support
was conducted leading the
authors to devise a
measure of perceived
social support (i.e. not just
quantitative “number of
supports”). The Significant
Other subscale was also
seen as an additional area
covered by this instrument
compared to others at the
time of development.
Several pilot studies were
conducted before final
item selection, reducing it
from 24 items to 12. Items
were also eliminated from
an examination of factor
analysis results.

Zimet et al.
(1988)

X Results were
acceptable in accordance
with the hypotheses and
an adequate comparison
measure was used
□ Limited construct
validity information
reported
□ Inadequate or no
information on construct
validity reported

It was hypothesised that
perceived social support
would be negatively
related to reported anxiety
and depression symptoms.
This was confirmed by
correlations between
MSPSS subscales and
Hopkins Symptom
Checklist subscale scores
(r=-0.25 to -0.13, p<.05).
To assess the validity of
the Family subscale it was
hypothesised that
adolescent subjects’
ratings of the frequency
with which they can share
concerns with their
mothers would relate in a
linear fashion to the Family
subscale. A trend analysis
supported this hypothesis,
F (3, 66) = 11.75, p < .001.

The extent to which the domain
of interest is comprehensively
sampled by the items in the
questionnaire

Construct
The extent to which scores on
the questionnaire relate to other
measures in a manner that is
consistent with theoretically
derived hypothesis concerning
the domains that are measured

Canty-Mitchell
& Zimet (2000)
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The Adolescent Family
Caring Scale was used to
evaluate the discriminant
validity of the MSPSS. It
was hypothesised that the
correlation between the
AFCS and the Family
subscale would be
stronger than the
correlations between the
AFCS and either the
Friends or Significant
Other subscales. While the
AFCS correlated
Page 139

Centre for Health Service Development

significantly with all the
subscales (r=0.33-0.76, p
< .001), it did correlate
significantly more strongly
with the Family subscale
(t=7.74-10.44, p < .001)
demonstrating discriminant
validity of the Family
subscale.
The Family subscale
correlated significantly with
the Perceived Support
From Family subscale
(from the Familism Scale)
(r = 0.53, p < .001). This
correlation was
significantly stronger than
correlations between the
Perceived Support From
Family subscale and the
Friends (t = -4.33, p <
.001) and the Significant
Other (t = -4.70, p < .001)
subscales. A similar
pattern was found for the
Satisfaction With Family
Life subscale of the
Multidimensional Students’
Life Satisfaction Scale.

Edwards (2004)

Construct: Internal Structure
Information provided on factor
structure

Zimet et al.
(1988)
Zimet et al.
(1990)
Clara et al.
(2003)
Canty-Mitchell
& Zimet (2000)
Cecil et al.
(1995)
Duru (2007)
Edwards (2004)
Eker et al.
(2000)
Kazarian &
McCabe (1991)
Levin et al.
(2009)
Basol (2008)

□ No evidence
provided/failed a test of
dimensionality
□ Some evidence
provided to support
internal structure
X Substantial evidence
provided to support
internal structure

A principle component
analysis on the original
sample extracted 3 factors
which corresponded to the
three sources of social
support measured: family,
friends and significant
other. This structure was
confirmed in the 1990
study with a broader
sample of subjects. Most
studies agreed with the 3
factor study finding it to
explain between 71.4%
and 79.3% of the variance,
and finding that it met fit
criteria better in both
clinical and nonclinical
samples.
Principal Components
Analysis (as part of
Exploratory Factor
Analysis) found that 12
items accounted for 77%
of variance in data. None
of the items loaded on to
more than one factor.
Confirmatory Factor
Analysis found support for
a three factor model over
the two factor model,
however, they did note
difficulty in separating the
Friends and Significant
Other subscales.
Another factor analytic
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Cheng & Chan
(2004)

study to find some issues
with the significant other
subscale was Cheng and
Chan who in their sample
of 2105 students, found
that both the two-factor
and the three-factor
models passed the fit
criteria but the three-factor
model performed better.
However, the Significant
Others scale was found to
be redundant with the
overall scale factor. The
authors felt that this was
because the Family and
Friends subscales were
measuring support from
specific significant others
while the Significant
Others subscale was
measuring a combination
of these two sources of
support. Thus they
recommended using
Significant Others items as
a general measure of
perceived social support
and changing the wording
of the items to reflect this.
In the control group,
Stanley found evidence for
3 factors consistent with
other studies but in the
GAD group, evidence for 2
factors was found,
accounting for 77.3% of
the variance, where it
seems that Family and
Significant Other were
combined into a single
factor, while Friends
remained a separate
factor.

Stanley et al.
(1998)

In a sample of Hong Kong
adolescents, support for a
2-factor model (Friends
and Family) was found.
Friends covered support
from friends and significant
others and accounted for
48.8% of the total variance
while Family covered
support from family
members and accounted
for 21.5% of the total
variance.

Chou (2000)

Construct: Correlation with
other measures
Comparisons made to other
measures

Effective Assessment of Social Isolation

Bruwer et al.
(2008)

X Correlations with other
measures are reported
□ Correlations not
reported

MSPSS scores were
positively correlated with
resilience scores as
measured by the ConnorDavidson Resilience Scale
(r = 0.426, p <.01) and
negatively correlated with
the Beck Depression
Inventory (r = -0.271, p <
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.01), the Children’s
Exposure to Community
Violence scale (r = -0.126,
p < .05) and the Childhood
Trauma Questionnaire (r =
-0.428, p < .01).
Cecil et al.
(1995)

Chou (2000)

Duru (2007)

Ege et al.
(2008)

Eker et al.
(2000)
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In a sample of psychiatric
outpatients, the MSPSS
was significantly correlated
with the Network
Orientation Scale (r = 0.31,
p = .0006).
In Hong Kong
adolescents, the Friends
subscale was significantly
correlated with the anxiety
subscale of the GHQ (r = 
0.14, p < .01), depression
subscale of the GHQ (r = 
0.12, p < .05), and the
Lubben Social Network
Scale (r = 0.25, p < .01).
The Family subscale was
also significantly
associated with the anxiety
subscale of the GHQ (r = 
0.11, p < .05), depression
as measured by the GHQ
(r = -0.16, p < .01), and the
Lubben Social Network
Scale (r = 0.41, p < .01).
In Turkish students, the
MSPSS total score
correlated significantly with
the UCLA Loneliness
Scale (r = -0.59, p < .01),
and the Life Satisfaction
Scale (r = 0.37, p < .01)
indicating that increased
perceptions of support are
associated with lower
levels of loneliness and
greater satisfaction with
life. The subscales also
correlated significantly with
these measures (all p <
.01).
364 new mothers
completed MSPSS and
the Edinburgh Postnatal
Depression Scale. The two
measures were
significantly correlated (r =
-0.39, p < 0.001).
In the psychiatric sample,
MSPSS total scores
correlated significantly (all
p < .001) with Perceived
Social Support-Family (r =
0.61), Perceived Social
Support-Friends (r = 0.59),
Beck Hopelessness Scale
(r = -0.45), UCLA
Loneliness Scale (r = 
0.63), Symptom Check
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List-90-R (r = -0.58) and a
question on negative
social interaction (asking
about frequency of
rejections of requests for
help or closeness) (r = 
0.56). MSPSS Family
subscale correlated more
highly with MSPSS-Family
(r = 0.75, p < .001) than
with PSS-Friends (r =
0.25, p < .05), while
MSPSS Friends subscale
correlated more highly with
PSS-Friends (r = 0.73, p <
.001) than with PSSFamily (r = 0.37, p < .05).
In the surgery sample,
MSPSS total scores
correlated significantly with
PSS-Family (r = 0.50, p <
.001), PSS-Friends (r =
0.73, p < .001),
Hopelessness (r = -0.24, p
< .05) and Loneliness (r =
-0.45, p < .001) but not
with the SCL-90-R (r = 
0.16) or the negative
social interaction question
(r = 0.22). In this sample,
the MSPSS Family
correlated strongly (p <
.001) with both PSSFamily (r = 0.77) and PSSFriends (r = 0.59). MSPSS
Friends had more
discriminant validity with a
stronger correlation with
PSS-Friends (r = 0.76, p <
.001) than with PSSFamily (r = 0.35, p < .01).
In the control sample,
MSPSS total scores only
correlated significantly with
PSS-Family (r = 0.32, p <
.02), PSS-Friends (r =
0.46, p < .001) and
Loneliness (r = -0.52, p <
.001). MSPSS Family
correlated significantly with
PSS-Family (r = 0.58, p <
.001) but not with PSSFriends (r = 0.11) while
MSPSS Friends correlated
significantly with PSSFriends (r = 0.59, p < .001)
but not with PSS-Family (r
= 0.11).
Filazoglu &
Griva (2008)

Effective Assessment of Social Isolation

MSPSS scores were
significantly correlated (all
p < .01) with Religious
Coping (r = 0.728),
Optimistic Coping (r =
0.763), Problem Solving
Coping (r = 0.655) and
Helplessness Coping (r =
0.719) as measured by the
Ways of Coping Inventory.
The MSPSS was also
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significantly associated
with the physical
component score (r =
0.605) and the mental
component score (r =
0.649) of the SF-36 (both
p < .01).
Gladstone et al.
(2007)

Grassi et al.
(2000)

Kazarian &
McCabe (1991)
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Scores on the Beck
Depression Inventory were
significantly and negatively
associated with MSPSS
total score (r = -0.34, p <
.001), as well as the
Family (r = -0.26, p < .01)
and Friends (r = -0.22, p <
.01) subscales. None of
these measures were
significantly associated
with the Hamilton
Depression Rating Scale,
or depression severity, but
the Friends subscale was
associated with length of
current episode (r = -0.17,
p < .05), the Family
subscale was associated
with number of lifetime
episodes (r = -0.15, p <
.05) and age of first
depressive episode (r =
0.21, p < .01).
The Family subscale had
the strongest relationship
with global distress (r =
0.29, p < .001) but Friends
(r = 0.26, p < .001) and
Significant Other (r = 0.25,
p < .001) were also
significant.
All subscales of the
MSPSS as well as the
total score correlated
significantly with all
subscales of the Social
Support Behaviors Scale (r
= 0.35-0.63, p < .01, for
total MSPSS scores).
Correlations in the
expected directions were
also found between the
MSPSS total and the Beck
Depression Inventory (r = 
0.31, p < .05) in the
university sample, and the
Children’s Depression
Inventory (r = -0.58, p <
.05) and the Piers Harris
Self-Concept Scale (r =
0.42, p < .05) in the
psychiatric sample. In
terms of social desirability
correlations with the
MSPSS in both samples
were non-significant
indicating a minimal
association with this
response style.
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Micozkadioglu
et al. (2006)

Pozinovsky et
al. (2004)

Pozinovsky &
Ritsner (2004)

Soykan et al.
(2003)

Spinale et al.
(2008)

Trombelli et al.
(2005)
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There was an association
between Cognitive
Depression Inventory
scores and MSPSS scores
110 haemodialysis
patients (r = -0.28, p =
.003).
In the SUS (service user
students with
schizophrenia) sample, the
MSPSS Family subscale
correlated significantly with
the Coping Inventory for
Stressful Situations (CISS)
Emotion subscale (r = 
0.21, p < .05) and the
Social Diversion subscale
(r = 0.35, p < .01). MSPSS
Friends only correlated
significantly with Social
Diversion (r = 0.48, p <
.01). Significant Others
correlated significantly with
CISS Task (r = 0.47, p <
.01), Distraction (r = 0.21,
p < .05) and Social
Diversion (r = 0.63, p <
.001). All of the MSPSS
subscales correlated
significantly with the
Talbieh Brief Distress
Inventory (TBDI; r = -0.20
to -0.49, p < .05).
In 386 immigrants to Israel
MSPSS total, Family,
Friends and Significant
Other all correlated
significantly with the TBDI
(r = -0.33 to -0.42, all p <
.05) and the Revised
UCLA Loneliness Scale (r
= -0.30 to -0.51, all p <
.05).
In 40 ESRD (end stage
renal disease) patients
MSPSS scores correlated
positively with Satisfaction
with Life Scale scores (p <
.05).
In 166 mostly AfricanAmerican ESRD patients,
MSPSS scores correlated
significantly with spirituality
scores, religion as a
coping mechanism scores,
and religious involvement
scores (study specific
questionnaire used).
MSPSS total score was
significantly correlated with
the Hardiness Scale (r =
0.36, p = .001) and the
Courtauld Emotional
Control Scale (r = -.28, p =
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.006).
In 148 Chinese adults with
Type 2 diabetes there was
a significant correlation
between depression and
perceived social support (r
= -0.491, p = .000).
Furthermore a stepwise
multiple regression found
perceived social support to
be the best predictor of
depression, explaining
26.1% of the variance on
its own.

Yang et al.
(2009)

Construct: Discriminant
Validity

Zimet et al.
(1988)

The scale differentiates between
relevant categories of
respondent e.g. sick vs. well,
varying degrees of severity

Page 146

X Scale differentiates
between relevant
categories of respondents
□ No information provided
on discriminant validity

It was hypothesised that
married residents would
report significantly more
social support from
Significant Other than
single residents, but that
there would be no
significant differences on
the Family or Friends
subscales. Support for this
hypothesis was found,
F(1,46) = 16.50, p < .001.

Cecil et al.
(1995)

MSPSS scores from the
psychiatric outpatient
sample were compared to
control subjects from
Zimet et al. (1988).
Psychiatric outpatients
scored lower than the
college students (t = 5.23,
p < .001).

Clara et al.
(2003)

Differences between the
clinical and student
sample means were
statistically significant for
each of the individual
factors as well as the
overall scale. Cohen’s d
effect sizes were 0.95 for
Friends, 0.70 for Family,
0.44 for Significant Others
and 0.88 for the overall
MSPSS score.

Chou (2000)

Respondents were
categorised as the most
anxious and the least
anxious (according the
General Health
Questionnaire anxiety
subscale) and no
significant differences
were found in perceived
support from Friends and
Family. Respondents were
categorised as the most
depressed and the least
depressed (according to
GHQ depression
subscale) and again no
significant differences
were found in perceived
Effective Assessment of Social Isolation
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support from friends and
family.
Eker et al.
(2000)

For the MSPSS total,
MSPSS Family and
MSPSS Friends the
psychiatry sample
reported significantly lower
levels (p < .05) of
perceived social support
than the surgery and
normal samples which did
not differ from each other.

Gladstone et al.
(2007)

Patients which were
married or partnered had
significantly higher total
MSPSS scores than those
who weren’t (F = 10.9, p <
.001), and those receiving
sickness benefits or who
were unemployed had
significantly lower total
MSPSS scores than those
who were working or
retired (F = 5.1, p = .006).

Grassi et al.
(2000)

Compared to those who
hadn’t experienced
psychological disorders,
lower scores on Friends (t
= 3.63, p < .001) and
MSPSS total (t = 1.93, p <
.05) were found among
those who had
experienced psychological
disorders during their life.
Patients with a medical
diagnosis had higher
Family scores (F = 7.68, p
< .01) and lower Friends
scores (F = 4.70, p < .05)
than healthy subjects.
Those who scored 63 or
greater on the Brief
Symptom Inventory
(measure of psychological
distress) were defined as
“cases”. This group had
lower scores on all
MSPSS dimensions (all p
< .01). Those defined as
lowly supported (bottom
third in distribution of
scores) had higher scores
on the BSI and those that
were highly supported (top
third in MSPSS
distribution) had lower
scores on the BSI (F =
89.29, p < .001).

Kazarian &
McCabe (1991)

The university sample was
found to perceive more
overall social support than
the psychiatric sample (t =
3.31. p < .001).
Haemodialysis patients
with higher family incomes
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Micozkadioglu
et al. (2006)

Picardi et al.
(2005)

Picardi et al.
(2003b)

Pozinovsky et
al. (2004a)

Stanley et al.
(1998)
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and more education had
higher MSPSS scores
(both p < .05).
33 patients with diffuse
plaque psoriasis and 73
control subjects: patients
with a recent exacerbation
had lower scores on the
MSPSS compared to
controls (p = .04).
In a study comparing 116
controls with 31 patients
with vitiligo on the MSPSS,
patients with vitiligo had
lower perceived social
support (t = 2, p < .05).
70 service user students
(SUS – ICD-10 diagnosis
of schizophrenia) were
compared with 55 adult
students (AS –
comparison group). When
comparing the SUS and
AS samples, SUS reported
lower levels of social
support from friends (t =
2.38, p < .05). When the
SUS sample was split into
distressed vs. nondistressed on the basis of
TBDI scores, it was found
that the non-distressed
sample reported higher
total perceived social
support from family (t =
2.77, p < .01) and friends
(t = 3.57, p < .001) and
higher overall perceived
social support (t = 3.25, p
< .01).
Two groups of older
adults, one with
generalised anxiety
disorder (GAD; n = 50)
and one without any
diagnosable
psychopathology (n = 94):
The control group had
significantly higher
perceived social support
on all MSPSS subscales
as well as the total score (t
= -5.35 to -3.69, p ≤ .001).
Within the control sample,
married participants
(compared to unmarried
participants) reported
higher perceived social
support from Family (t =
2.04, p < .05) and
Significant Other (t = 2.13,
p < .04). In the GAD
sample, unmarried
participants reported
greater social support from
Friends (t = 2.98, p <
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.005).
Criterion
Information on the relationship of
scores to gold standard
measures or clinical diagnosis is
provided

Interpretability

Cohen & Kuten
(2006)

The degree to which one can
assign qualitative meaning to
quantitative scores
Do authors provide the following:
Presentation of means and SD of
scores before and after
treatment
Comparative data on the
distribution of scores in relevant
subgroups
Information on the relationship of
scores to well-known functional
measures or clinical diagnosis
Information on the association
between changes in scores and
patients' global ratings of the
magnitude of change they have
experienced

□ Comparison made to
criterion measures
□ Limited comparison
with criterion measures
provided
X No comparison with
criterion measures
provided

No consensus on the gold
standard for the
measurement of social
isolation exists, sometimes
the MSPSS itself is
referred to as the gold
standard.

X Authors provide 2 or
more types of information
on interpretability
□ Authors provide limited
information to assist with
interpretability
□ No information
provided

52 relatives of cancer
patients who participated
in a cognitive behavioural
intervention and 52
relatives of cancer patients
who wanted to participate
in the intervention (aged
24-72) but couldn’t
because of practical
reasons (e.g. young
children at home)
completed questionnaires
including the MSPSS (in
Hebrew) at 3 time points:
pre-intervention, 9 weeks
post-intervention, and 4
months post-intervention.
There was an increase in
perceived social support
(MSPSS) over time for the
intervention group but not
the control group (F =
11.82, p < .001).

Dogan et al.
(2004)

Significant improvement
was found in Friends (t =
2.14, p = 0.032) and
Family (t = 2.36, p =
0.018) subscales and the
overall score (t = 2.03, p =
0.042) following a
psychosocial intervention
conducted over a 3 month
period in 23 people who
had been previously
hospitalised with a
diagnosis of
schizophrenia.

Gladstone et al.
(2007)

Patients who were
diagnosed as nonmelancholic (reactive and
non-endogenous) had
significantly lower MSPSS
total scores than those
who weren’t (t = 2.66, p =
.009).

Micozkadioglu
et al. (2006)

Haemodialysis patients
were divided into two
groups: depressive affect
(CDI score > 10) and no
depressive affect (CDI
score < 10). MSPSS
scores were significantly
lower in the depressive
affect group (p = .001).
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Soykan et al.
(2003)

In 40 ESRD (end stage
renal disease) patients
who had received kidney
transplantations a history
of psychiatric consultation
(p < .05) and suicidal
thoughts/plans (p < .05)
significantly correlated with
lower MSPSS scores.
MSPSS scores were
significantly lower among
suicidal patients (p < .05).

Spinale et al.
(2008)

In end-stage renal disease
patients, when social
support scores divided the
sample into low and high
groups on the basis of the
mean, those with high
social support had
improved survival.

RESPONSIVENESS

Studies
Reported &
References

Adequacy
Checks

Comment

Floor and ceiling effects

Zimet et al.
(1988)
Zimet et al.
(1990)

□ Descriptive statistics of
the distribution of scores
were presented and no
major floor or ceiling
effects were detected
X Descriptive statistics of
the distribution of scores
were presented and more
than 15% of respondents
achieved the highest or
lowest possible score
□ No or limited
information provided on
floor and ceiling effects

The item means of the
MSPSS all fell well above
the mid-point of 3.5
suggesting infrequent
endorsement of responses
indicating more social
isolation in both the
original college student
sample and the broader
sample of the 1990 study.

The questionnaire fails to
demonstrate a worse score in
patients who clinically
deteriorated and an improved
score in patients who clinically
improved
Authors should provide
descriptive statistics of the
distribution of scores

Basol (2008)

Chou (2000)

Sensitivity to change
The ability to detect important
change over time in the concept
being measured
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Steese et al.
(2006)

Mean value of items (with
a minimum of 1 and
maximum of 7) ranged
from 4.74 to 6.12.
The percentage of people
choosing the lowest score
ranged from 1.1-7.7%
across items, and those
choosing the highest score
ranged from 9.5-25.4%
across items in an
adolescent sample.

□ Hypotheses were
formulated and results
were in agreement
X An adequate metric
was used (ES, SRM,
comparison with external
standard)
□ No information on
sensitivity to change was
provided
□ MCID - Information was
provided about the
magnitude of score
differences which would

63 North American girls
aged 10-17 who
participated in 9 separate
Girl’s Circle support
programs (a 10 week long
gender-specific social
support intervention)
completed the MSPSS
and a range of other
measures. There was a
significant increase in
perceived social support
when comparing MSPSS
scores from before the
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be clinically meaningful
X MCID – No information
was provided.

Cultural Applicability
and Cultural Adaptations:

program to after the
program (t = -4.07, p <
.05).

Translations include Turkish (Eker & Arker, 1995), Chinese (Chou, 1999;
Cheng & Chan, 2004), Italian (Amati et al., 2007), Pakistani (Husain et al.,
2006); Spanish (Landeta & Calvete, 2002); and Hebrew (Cohen & Kuten,
2006).
The MSPSS has also been used with Jewish, Arab and Russian immigrants,
Palestinian populations (Ben Ari, 2002; 2004); immigrants to Israel from the
former Soviet Union (Pozinovsky & Ritsner, 2004), Ethiopian students in
Israel (Rosenblum et al., 2008), Arab American adolescents (Ramaswamy et
al., 2009), Mexican American adolescents (Edwards, 2004), and adolescents
in Hong Kong (Chou, 2000).

Gender Appropriateness:

There is no information to suggest that the scale would be less appropriate
for one gender or the other.

Age Appropriateness:

The scale has been mainly used with adolescents, college samples and
adults – there are few studies using it with older adults.

Summary:

With respect to administration time with 12 items, the MSPSS is longer than
some shorter 6 item measures but still would be quite quick to complete.
Also, it is claimed the MSPSS items are easy to understand as they only
require a fourth grade reading level. The large number of references found in
literature searches indicates that the instrument is popular and widely used
across a range of cultures, clinical populations and age groups. It has shown
to be responsive in intervention studies in both clinical and normal
populations. Generally the psychometric properties of the instrument appear
to be sound.
The main disadvantage seems to be a lack of clarity concerning the
Significant Others subscale. While a majority of studies found support for this
factor, there were a number that noted it was hard to differentiate from the
Family and Friends subscales and other studies struggled to find any
evidence for this factor at all. Eker et al. (2000) wrote a revision which
removed the “special person” definition from the Significant Other subscale
items and added an explanation of who a special person might be in
parentheses after each statement (e.g. a girlfriend/boyfriend, fiancé, relative,
neighbour, or doctor). However, it is not clear which studies have used this
revised version.

Reporter:

Emily Sansoni

Date of report:

26/4/10
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